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Removat of pulsion diverticula of the esoph- 
agus, when done in two stages and under lo- 
cal anesthesia, is remarkably safe. Yet unfor- 
tunately many patients today unnecessarily en- 
dure marked discomfort and distress from this 
condition because fear of the high mortality 
which attended the old one-stage operation is 
still paramount. The bad name which now un- 
warrantedly adheres to the removal of pulsion 
diverticula is similar to that which up to very 
recent years adhered to thyroid operations, long 
after the mortality had been brought down to 
between 1 and 2 per cent. When the one-stage 
procedure was employed in removing the diver- 
ticula, this bad name was well deserved because 
of the frequency of leakage in the suture of the 
esophagus following immediate amputation of 
the sae, and the secondary and frequently fatal 
cellulitis and mediastinitis. But with the two- 
stage procedure,—the sac being first implanted 
unopened in the wound and later removed,— 
this main eause of death has been eliminated. 
The employment of local anesthesia which so 
ideally fits this procedure removes practically 
the only other factor in mortality. Since many 
cases of esophageal diverticula occur in patients 
of advanced years, and not infrequently in con- 
siderable degrees of inanition due to obstruction 
by the diverticulum and limited food intake, the 
value of local anesthesia is evident, though of 
much less importance than the two-stage opera- 
tion. 

We have now operated on eight patients with 
esophageal diverticulum of the pulsion type, 
without a mortality, and with most satisfactory 
relief. The age at operation was 42, 54, 55, 68, 
Hy a 76, 80. The X-Rays are shown in Figures 

to 8. 

At a meeting of this Society in Burlington, 
Vermont, in September, 1922, I presented a 
paper dealing with the history, etiology and 
symptomatology of this condition, and therefore 
will not again take up these points except to 


*Read before the New England Surgical Society, Boston, at its 
meeting held October 1 and 2, 1926. 


make clear that this paper deals only with esoph- 
ageal diverticula of the pulsion type, occur- 
ring at the level of the cricoid cartilage, and not 
with the traction type which appear lower in the 
esophagus within the chest, and are not amen- 
able to operative treatment. 

Pulsion diverticula occur at the point where 
the esophagus begins on the posterior wall, in 


FIGURE I 


the mid-line just below the last transverse fibres 
of the inferior constrictor muscle, and within 
the little triangle bounded on either side by the 
oblique fibres of the crico-pharyngei and above 
by the transverse fibres of the inferior constriec- 
tor. The point has been called the pharyngeal 
dimple, owing to the fact that the esophagus is 
not protected by muscle here. 

In each of the eight cases in which we have 
operated, the body of the sac of the diverticulum 
was found to have descended and lay to the left 
of the esophageal tube. 

Several of the patients had undergone eso- 
phageal dilatation with temporary relief, but 
eventually came to operation because esophageal 
obstruction had progressed so far that they were 
only able to swallow liquids. 
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: FIGURES 1 to 8. Showing diverticular sacs of different size in eight cases reported here. Note the constant location 
‘4 of the neck of the sac as relates to location of the cricoid. |. _. f 
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It has generally been stated that the obstruc- 
tion which eventuates in this lesion is principal- 
ly due to the pressure of the filling sae of the 
diverticulum against the longitudinal tube of 
the esophagus beside which it lies, thus narrow- 
This: doubtless 


ing the esophageal opening. 


plays a considerable part in the obstruction, but 
not, in our opinion, the most important one. 
When the diverticulum first appears, it so comes 
off the esophagus that the opening into the 
diverticulum is on the lateral wall of the esoph- 
agus (Figures 9 to 12) and remains in this 
position as long as the sac is but a small one. 
When, however, the sac becomes dilated, larger 
and longer, so that cousiderable food lodges in 
it, the traction and weight of the food-filled sac 
so pulls upon the neck of the sac that the diver- 
ticular opening gradually changes from a later- 
al to a transverse position. 


With the opening of the diverticulum now oc- 
occupying the transverse position, the true open- 
ing into the lower portion of the esophagus be- 
low the neck of the diverticulum assumes such 
a lateral position that it becomes difficult, if not 
impossible, for food to enter it, and likewise ex- 


tremely difficult in some cases for the laryngolo- 
gist to find it during esophagoscopy, so that 
dilatation of the sac by means of the balloons 
described by Dr. H. P. Mosher may become nec- 


essary. 

It has been suggested by Chevalier Jackson 
that esophagoscopy be carried out at the same 
time that the dissection of the diverticular sac is 
made, in order that the sac may be readily 
demonstrated to the operator by the laryngolo- 
gist. From our experience, however, we feel 
that this is unnecessary, as no trouble has been 
experienced in finding the sac and dissecting it 
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free from its position in the mediastinum. We 
are indeed opposed to it, because it requires the 
administration of ether, which has been quite 
unnecessary in our hands, and is undesirable 
for elderly patients. Furthermore, when the 
operation is done under local anesthesia; pa- 
tients may be fed immediately after operation, 
because there is no vomiting, and obstruction is 
relieved just as soon as the sac is dissected from 
its position in the mediastinum and implanted 
in the neck, the tranverse position of the diver- 


adherent, due to its dependent position beside 
this structure. The separation at the lowest 
point is not difficult, but as one approaches the 
neck of the sac, extreme caution is necessary. 
For, in order to permit thorough mobilization 
and implantation of the sac, the dissection must 
be carried completely up to the neck; vet if it 
is carried too far, the sac will be penetrated at 
the neck, and leakage and soiling result. 

In the first two or three cases upon which we 
operated, we had a feeling that we must get the 


ticular opening being converted into a lateral 
one. 

The longitudinal region of the neck just on 
front of the anterior edge of the sterno-cleido- 
mastoid lends itself most satisfactorily to novo- 
eaine infiltration, allowing painless exposure of 
the esophagus, manipulation of which, like the 
thvorid, produces practically no discomfort. 

Another marked advantage in operating un- 
der local anesthesia is that a conscious patient 
may be asked to swallow at any time, thus elev- 
ating the top of the diverticulum from its deep 
position and facilitating its dissection and ex 
traction. 

The most difficult portion of the dissection, ir 
our experience, has been the separation of th« 
inner wall of the diverticular sac from the ex- 
ternal wall of the esophagus to which it becomes 


whole sac out upon the skin of the neck, and 
that the skin should be sutured down to the neck 
of the diverticulum., This notion caused us, in 
one of the cases with a large sac, to implant the 
sac far out upon the skin of the neck, so angu- 
lating the esophagus that it became completely 
obstructed, thus necessitating reopening of the 
wound, replacing the esophagus in the mid- 
line, and reimplantation of the sae not on the 
skin but in the wound, the excess of the sae pro- 
jecting above the level of the skin. 

We have found it important, therefore, to be 


_ very sure that the sae is not pulled out so far 


that the esophagus is obstructed; and to insure 
against this error, we now find the point on the 
wall of the diverticulum sae against which the 
skin rests with the wound open and the esoph- 
agus demonstrated as in its mid-line position. 
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and make certain that the sac is implanted in 
the wound up to this point. 
Should it become necessary, due to obstruc- 


cut away flush with the skin. This may be done 
almost without pain. 


In our first two or three cases after cutting 


tion, to consider tube feeding, a large catheter| the sac away, we attempted to get rid of all 


may be passed through the apex of the sac, 
guided through the neck of the sac, down the 
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9 to 12. Diagrammatic illustrations 


layers of the neck of the sae from the skin level 
down to the esophagus. We now estimate the 
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the way the sac of the develops, how its opening 


FIGURES showing diverticula 
changes from the lateral to the transverse position, and how it makes pressure when full upon the oesophagus. 


esophagus into the stomach, and leakage pre- 
vented by a purse-string suture around the tube. 
This may also become necessary because of over- 
nsion of the sac by food and air while im- 
planted in the wound, which occurred in one of 
our cases. 
The second stage of the operation, that is— 
cutting the sae off—may be undertaken any 
time after nine or ten days, the entire sac being 


length of the portion of the sac remaining in the 
wound and connecting the esophagus with the 
skin by passing the last finger down the canal 
until the opening into the esophagus is felt, and 
measuring the distance on the finger, and under 
local anesthesia separate mucosa from submu- 
cosa for this distance down to the point where 
the neck of the diverticulum joins the ay 
tudinal esophagus and cut away the mucosa for 
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this distance. The wound is packed with boric 
ointment gauze, and feeding continued as be- 
fore. Closure as a rule takes place in a few 
days, but in two cases with very large sacs it was 
not complete until three weeks after operation. 


CONCLUSIONS 
The two-stage procedure and local anesthesia 

render removal of esophageal pulsion diverti- 
cula so safe that they should not be permitted 
either to attain large size or to produce ob- 
structive symptoms before operation is sought. 
In the eight cases reported here, there was nc 
mortality. 

DIscUssION 


Dr. Lincotn Davis, Boston: I didn’t under- 
stand whether Dr. Lahey sutures the sac to the 
sternomastoid muscle. I think Charles Mayo 
advises suturing the sac to the muscle and hold- 
ing it there. In the only case I ever did the sac 
was a very large one. I sutured it to the edge 
of the sterno-mastoid muscle, and when we start- 
ed to feed the patient and he made the effort 
to swallow, the force of the muscular pull on 
the sac was tremendous. [I had no idea 
there was so much muscular pull. It tore the 
sutures out so that there was a hole there, and 
we got leakage which complicated the case. 
I decided if I ever did another case, I would 
pack gauze about it and hold it on the skin with- 
out any sutures. 


Dr. Dantet F. Jones, Boston: Operations 
for oesophageal diverticula always have a great 
interest because they accomplish so much for the 
patient. The fear of choking with each swallow 
is replaced by a real pleasure in eating. Dr. 
Maurice Richardson had operated upon six of 
these cases before 1902, at which time Mr. But- 
lin of London told me that he had operated upon 
twelve. The older method of excising the pouch 
and closing the opening by suture did not give 
good results because of the danger of infection 
from leakage at the suture line which nearly 
always occurred. 

The present two-stage method is a great im- 
provement over the earlier one-stage method, as 
it changes a dangerous operation into a com- 
paratively simple one. I have had the unfor- 
tunate experience of having one of these break 
open after the patient left the hospital, probably 
due to the removal of an insufficient amount of 
mucous membrane from the pouch at the second- 
stage. 

This is one of many serious operations con- 
verted into a comparatively simple and safe 
operation by the adoption of a two-stage opera- 
tion. 


Dr. F. H. Laney, Boston (closing): In 
answer to Dr. Davis’s question, we have sutured 
all of the saes to the prethyroid muscles in 
front and to the sternomastoid in back. The im- 
portant thing, I think, is to get all of the esoph- 


agus and sac thoroughly mobilized and not 
transplant out so far that there can be much 
traction. There must be enough slack to take 
care of the traction. The stitches should be put 
in the superficial layers of the esophagus, so 
that if they pull out, they do not pull through to 
the mucosa and make leakage. 

Regarding the case which Dr. Jones speaks of, 
I saw this case while the first stage was being 
done, and I know it was thoroughly mobilized. 
I did not see the second stage operation. how- 
ever, and do not know whether or not the mu- 
cosa was completely excised down to the esoph- 
agus. It may be that this is the explanation of 
the persisting sinus. While some of our wounds 
have stayed open for several days up to three 
weeks, they have completely closed, and none 
have leaked afterwards, due, I believe, to com- 
plete removal of the mucosa down to the longi- 
tudinal esophagus. 

There is an important factor in these cases 
which is not realized, and that is, that these 
diverticula are due to a neuromuscular incodr- 
dination. The bolus of food is brought down by 
the constrictor muscles to the crico-pharyngei, 
which run obliquely just below the neck of the 
sac of the diverticulum. These crico-pharyngei 
do not relax in codrdination to the descent of 
food, with the result that there is pressure on 
the back wall of the esophagus, causing it to 
bulge out in the triangular space described in 
the paper. This failure of the crico-pharyngei 
to relax is the incodrdination spoken of, and in 
all probability plays a considerable part in the 
original cause of the diverticulum. It must be 
borne in mind that, even when the sacs are 
thoroughly removed, this in codrdination is still 
present and must be overcome by postoperative 
dilatation. We have, therefore, asked all pa- 
tients to come back every two months for dila- 
tation. 

TUBERCULOSIS A MENACE TO BOSTON 


“It is sufficiently clear that tuberculosis constitutes 
a serious hazard to health in Boston, and whether 
this be due chiefly to the racial characteristics of its 
population, to the housing and lack of knowledge of 
hygienic habits among its people, to Inequalities and 
inadequacies of income of the wage earner, to in- 
clemencies of climate, or to insufficient services for 
the discovery of infected and carrier cases of the 
diseases and for their isolation and treatment for 
the purpose of healing the disease and prevention 
of its spread, nothing is plainer than the need of a 
higher grade of public and private organization for 
control of the diseases which science and the social 
and financial resources of the city are quite capable | 
of providing. 

“In Boston as in most other cities in the United 
States the greatest defect in health supervision of 
children of school age is the absence of medical ex- 
amination, nursing inspection and educational train- 
ing in health in the parochial schools. Only by the 
surveys, such as those of the New England Health 
Association and of the State Board of Health, do we 
learn anything complete or reliable about these chil- 
dren.”—From Dr. Haven Emerson’s Report. 
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ORIGINAL ARTICLES 


- ARGUMENTS FOR COMPULSORY VACCINATION OF 
ALL SCHOOL CHILDREN®* | 


BY SAMUEL B. WOODWARD, M.D. 


Mr. Chairman and Members of the Joint Com- 
mittee on Public Health: 

Idealistie people steadily urge the abolition of 
compulsory vaccination, but wherever, either by 
legality or indirection, their view prevails in 
any community a smallpox epidemic is not long 
in making its appearance. This has been re- 
peated over and over again in human experience. 

The claim is made that vaccination is dan- 
gerous. Is it? Says Surgeon General Hugh S. 
Cummings, ‘‘Since 1917 the Medical Officers of 
the Navy have vaccinated approximately three- 
fourths of a millon of persons without a death. 
During this period the Medical Officers of the 
Army vaccinated five and one-quarter million. 
One man died and he had pneumonia.’’ 817,000 
persons were vaccinated in Detroit in 1924 with- 
out a death or serious accident and among them 
were 773 mothers of new born babies, 676 babies 
one or two days old, 368 persons with tuberculo- 
sis, 644 with searlet fever, 425 with diphtheria, 
52 with measles and 90 with erysipelas. How, 
in the face of such facts, can anyone claim that 
properly performed vaccination is dangerous to 
human life? 

I am to try and convince you today that our 
present vaccination law, under which we have 
lived for fifty-two years, is a good law, but to 
also make it clear that it is not good enough in 
that it protects but a portion of our children. 
In other words, I must endeavor to show to you 
that our comparative immunity from smallpox 
is due to the law as it stands, but that perman- 
ent immunity can only be obtained by extending 
its provisions so that it shall include all chil- 
dren of school age in the Commonwealth, rich 
and poor, high and low, those in the private 
schools, those in the parochial schools, those in 
the public schools. 

The question is often asked, Why vaccinate 
school children? Why, if children are a menace 
to health, are not adults equally so, and as it is 
unthinkable that all of us have been recently 
vaccinated, why should we not also be asked to 
remove by vaccination the menace of our pres- 
ence in the community? Why vaccinate school 
children? The answer is easy. If every child 
in the State is vaccinated there are in due time, 
as generations come and go, no unvaccinated 
adults, and although one vaccination does not 
necessarily protect one for one’s whole life, in a 
great many, a majority indeed, of cases it does 
so and the community where children have all 


*Read before the Joint Committee on Public Health of the 
Massachusetts Legislature. 


been vaccinated is sufficiently well protected, if 
proper measures are taken when smallpox really 
threatens. 


Smallpox was a children’s disease, just as 


‘measles is now, until Jenner discovered vaccina- 


tion in 1796. Vaccination made it a disease of 
adults, but it is still a children’s disease in un- 
vaccinated communities, _ 

British India—which, by the way, was the 
only country in the world with more smallpox 
than the United States in 1924 and again in 
1925—shows what the mortality among children 
may be without compulsory vaccination. In 
1922 there were in Madras 7,690 deaths from 
smallpox in infants under one year of age, 8,476 
in those between one year and ten and 6,635 in 
those of ten years and over—more than twice 
as many deaths among those under ten years 
of age as among the whole remaining popula- 
tion, and this is the usual, indeed the universal 
story, for in unvaccinated communities that are 
in quick communication with the outside world 
practically all adults have either had smallpox 
or are immune and only as a new generation 
comes along does the introduced disease find 
food to feed on. All, or practically all, of the 
children are then attacked, recover or die, and 
for some years, ten on the average perhaps, lit- 
tle is heard of the disease. Little is heard of it, 
because everybody has had it, few people have 
smallpox twice and therefore it is not there, and 
little is heard of it until again a new crop of 
children has grown up, when a new epidemic 
begins, continues and ends as before. No small 
portion of the community again is all the time 
in school, 27,498,170 by the last report of the 
Bureau of Education, Department of the Inter- 
ior, and these 27,000,000 children and the 
1,000,000 teachers thai go with them if pro- 
tected by vaccination, and therefore immune, 
are a living wall against the introduction of 
smallpox from the outside. Vaccinate the chil- 
dren and you protect not only them but the 
adults as well, but do not leave a hole in your 
fence by exempting all those who attend pri- 
vate and parochial schools. 

The history of smallpox in Boston is as a 
local matter interesting. 


In 1633 smallpox broke out to the west of the 
town. Seven hundred of the Narrangan- 
getts.and Pequots died. 
In 1638 several deaths occurred on an arriv- 
ing ship. 
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In 1698 Cotton Mather states that ‘‘four 
times hath the smallpox been a great plague 
upon us. (Four times in 60 years.) In one 
twelfth month 1,000 of our inhabitants 
have been carried into their long home, but 
we are still a town of 7,000 people.’’ 


If 100,000 persons died of smallpox in Boston 
in a year at the present time, the proportion of 
deaths would be almost exactly the same as it 
was in the year referred to by Mather. Kindly 
picture to yourselves 350,000 cases of smallpox 
in Boston during the year 1927 with 100,000 
deaths. Think of what that would mean in 
cessation of communication, paralysis of busi- 
ness, money loss, not to speak of the destruction 
of society, the loss of future leaders and the 
conditions which would remain for the surviv- 
ors to face aiter the epidemic was over. And 
could the opponents of vaccination ever succeed 
in making Boston an unvaccinated community, 
such a catastrophe would in due time come upon 
its citizens, as in the past it has come upon 
older civilizations and as it today is ever threat- 
ening any unvaccinated or imperfectly vaccin- 
ated community, stopped only by most stren- 
uous efforts of health officers in the place where 
it once gains a foothold. 

In 1702 there were in Boston 300 deaths from 

smallpox. 

In 1721 there were among the 12,000 people 
of the town 5,759 cases, of whom 844 died, 
one in every 7 of those struck down, one of 
every 14 persons living in the place. The 
Legislature held its sittings elsewhere that 
year. There had been no epidemic since 
1702, nineteen years before. 

In 1752 a population of 15,634 furnished 
5,059 cases and 452 deaths. 

In 1764 so prevalent was smallpox that the 
election sermon was omitted and anybody 
conversant with old New England customs 
knows that for no trivia] cause would our 
ancestors have deprived themselves of the 
pleasure of listening to the election sermon. 

Five years later in 1769 smallpox was back 
again with many deaths, and so on, and 
sO on. 

In 1796 came vaccination. Smallpox could 
be controlled, was controlled, for people 
who knew what smallpox was, as but few 
in this fortunately situated community now 
know it, joyfully accepted this blessing, one 
of the greatest any physician has been able 
to give to the world. After a time, years 
after Jenner, seeing little smallpox, seeing 

no serious epidemics, there being no law of 
compulsion, vaccination was largely ne- 
glected until, after a series of mincr out- 
breaks, Boston was brought to her senses 
by the epidemic of 1872, not so very long 
ago—I remember it well—which was to be 
the next to the last serious outbreak of the 


disease, for since that time Boston and 
Masschusetts as well, have, in distinction 
from almost all the rest of the country, been 
practically free from smallpox, bar 1901- 
02-03 when 277 persons died. 

In 1872 there were 3,722 cases in Boston and 
1,040 deaths. 

In 1874 the law compelling children entering 
the public schools to be vaccinated was 
enacted and smallpox is now so rare a dis- 
ease that the majority of physicians now 
living have never seen a case. 


But the desirability of vaccinating children 
and the protection given to the whole commun- 
ity by such vaccination has been most striking- 
ly shown by what has happened in the Philip- 
pines since our occupation of it in 1898. Small- 
pox had been endemic (which of course means 
simply constantly present) there as far back as 
history went. The Spanish did nothing to stop 
it. The deaths in Manila alone were said to 
exceed 6,000 a year. Our army vaccinated 
Luzon from coast to coast and actually wiped 
out smallpox so that for several years there was 
not one case recorded. A change of administra- 
tion with, and I have the authority of Governor 
General Wood for the statement, gross neglect 
of vaccination, allowed what must of necessity 
happen under such circumstances: a large in- 
crease in the number of persons susceptible to 
infection, mostly, of course, children who had 
been born since protective measures had been 
abandoned. It was natural enough. People 
saw that smallpox, which they had never before 
been without, had gone, and said to themselves, 
probably, what need of bothering with vaccina- 
tion. Smallpox has gone, is over, will trouble 
us no more? I have heard that argument used 
by the other side before this Committee. ‘‘We 
have no smallpox in Massachusetts, have had 
none or little for years, why vaccinate even if 
vaccination is of any value, which we deny?”’ 
The awakening came to the Phillippines, as it 
will come to us in due time if we fail to vac- 
cinate the coming generations and allow an 
accumulation of those ready to be infected 
whenever a case is introduced from the outside; 
and heaven knows there are cases enough float- 
ing about in the West and South to bring us to 
our knees. The Philippines had in 1913 903 
deaths from smallpox, in 1917 but 436. No 
particular attention seems to have been paid to 
this small death rate, and in 1918 Dr. Leonard 
Wood, becoming Governor General, found him- 
self in the midst of a terrific epidemic, for in 
that year there were 47,369 cases and instead 
of 436 deaths 16,567, and the next year 65,180 
eases and 49,971 deaths. Governor General 
Leonard Wood was an educated physician, a 
graduate of the Harvard Medical School and a 
former intern at the Boston City Hospital. Vig- 
orous measures were taken, vaccination was en- 
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forced on all, adults and children alike. The 
number of cases fell to 15,857 in 1920, to 1,858 
in 1921, to 128 eases with 19 deaths in 1922, to 
69 cases with 3 deaths in 1923, to 17 cases and 
no deaths in 1924, All these deaths, all this 
suffering might have been avoided had the vae- 
cination measures introduced by the army in 
1898, and afterwards, been continued. The vast 
majority of deaths were among those born dur- 
ing the period of neglect. It may be stated as 
a footnote that in the three years 1921-1924 
Manila again saw no case of smallpox. 


Massachusetts has, as I have said, been com- 
paratively free from smallpox for many years. 
It is my desire, and it must be your desire, that 
it remain so, but let me say at once that a very 
thin wall separates us from the conditions per- 
taining in the vast majority of states in the 
Union. There was more smallpox in the United 
States than in any country in the civilized 
world, bar India, in 1925, and in the ten years 
1913-1923 579,610 cases were reported to our 
State Health Authorities. : 

States with compulsory vaccination laws for 
school children stand head and shoulders above 
their fellows in the infrequency with which the 
disease is found (for no state, bar Kentucky 
where the law is not every where enforced, has 
now compulsory vaccination of infants). 

From 1913-1923 Massachusetts had 457 cases 
of smallpox. Porto Rico, where before vaccina- 
tion smallpox had always been present, but 137. 
Both school attendance and vaccination are com- 
pulsory in these two places. 

Porto Rico vaeccinates indeed every child be- 
fore it is three months old, repeats the proce- 
dure at the age of seven years, allows no teacher, 
employee or caretaker in a public or private 
school, no policeman, railroad employee or cab 
driver, stevedore, proprietor or clerk in a hotel, 
waiter or other employee in a restaurant, opera- 
tive or manager in a workshop or factory, in- 
spector, internal revenue officer or practically 
anybody coming in contact with the general 
public to hold his position or carry on his busi- 
ness unless he can show proofs of vaccination 
against smallpox y performed. Porto 
Rico knows smallpox and will have nothing to 
do with it, if preventive measures can keep her 
skirts clear. 

Hawaii also with compulsory vaccination had, 
despite her situation at the cross-roads of the 
Kast, but fourteen cases of smallpox in eleven 
years, all of them at quarantine. 

There is less smallpox in Soviet Russia today 
than in the United States. Soviet Russia 
passed a compulsory vaccination law in 1919. 

California rescinded one in 1921. 

There was in 1923 no more smallpox in Greece 
and Turkey among the hundreds of thousands 
of refugees packed into concentration camps 
than there was in the state of North Carolina. 


There was much less than there had been two 
years before in any one of the states of Utah, 
Washington, Kansas, Minnesota, Iowa, Wiscon- 
sin, Missouri, California, Ohio and Illinois. 
Sanitary measures will control smallpox, say 
the antivaccinationists. By how much could 
the sanitary conditions in those camps of con- 
centrated misery have been superior to those. 
found throughout our prosperous but unvac- 
cinated middle and extreme West? Are we in- 
ceed the most unsanitary country in the world, 
bar India, and is that the reason we in this 
country of the bath tub have so much more 
smallpox than appears in other countries? Are 
we more filthy than the Italian, the Frenchman, 
the Russian, the Spaniard, the Pole and the 
cthers, and do they, when they come here, ac- 
quire our filthy habits and thus become the 
ready victims of what our antivaccination 
friends call the filth disease, smallpox? You 
well know that this is not the case. Smallpox is 
no filth disease and I defy anybody anywhere 

to produce evidence that it is. 

Little Guam, isolated as she is, sends all her 
children to school and sends them vaccinated 
and has had no smallpox for many years. Note 
now the terrific contrast with some of our states. 
Iowa had between 1913 and 1923 29,549 cases, 
Wisconsin 29,109, Michigan 26,972, Minnesota 
35,152, Indiana 40,082, Ohio 51,913. Not one 
of these states has a school protective law, not 
one of them will ever have one if the American 
Medical Liberty League can prevent it, if the 
antivaccinationists can continue to influence leg- 
islatures as they have done in the past, and we 
shall have, as we have had in the last few years 
in Detroit, in Kansas City, in St. Paul, in Madi- 
son, in Los Angeles, in Tucson, in Tampa, in 
Washington, in Pittsburg, in Cincinnati, in Salt 
Lake, in Milwaukee, in Oakland, in Indianapo- 
lis, in Omaha and in numerous other places, 
epidemics of virulent smallpox with their death 
rates of 20% to 50% of those attacked, with the 
panies which render people more susceptible to 
other diseases, with business depression, as peo- 
ple from the outside refuse to come in, and with 
the great consequent financial losses, all of 
which could be avoided were proper attention 
paid to vaccination—vaccination which, made 
universal, would wipe smallpox not only from 
this country but from the earth itself. 

Sweden goes two years without a case, Nor- 
way has one case in five years, Denmark reports 
no cases in four years of the five 1919-1923, Ger- 
many taking up again her vaccination, which 
before the War made her the cleanest country 
in Europe as regards smallpox, brings her rec- 
ord of 5,012 cases in 1919 successively to 2,042 
in 1920, 688 in 1921, 215 in 1922 and 17 in 
1923. Why can we not do the same thing in this 
country? We can, and we will. 

Standing here in 1917 as I have stood every 


/ 
S 


354 ARGUMENTS FOR COMPULSORY VACCINATION—WOODWARD Boston M. ; & 8. Journal 


rch 3, 1927 


year since, urging the retention of our present 
law and its extension so that the absurdity of 
protecting by law the children in the public 
schools and neglecting the protection of those 
in the private and parochial should no longer 
exist, standing here before this Committee, I 
heard from the opponents of compulsory vac- 
cination in any form the statement that Eng- 
land, which under its so-called Conscientious 
Objector Act by which any parent could obtain 
exemption for his offspring by claiming con- 
scientious objection to vaccination, that Eng- 
land by operation of this law in the course of 
years full of unvaccinated persons had had re- 
ported to the health authorities but seven cases 
of smallpox during the previous twelve months 
and that with this record before one the theory 
that vaccination was needed to protect a com- 
munity should be thrown into the discard. My 
reply then was, and is now, that England is an 
island, that it is comparatively easy to keep 
smallpox out of an island if port authorities are 
active and that if there were no cases of small- 
pox in England for a few months, or even weeks, 
there could never again be one there until some 
person with smallpox came into the island from 
the outside, but let it once start and things would 
begin to happen if the conscientious objectors 
continued as they had begun. I also said. ‘‘ Let 
us bide a wee and let us reason together later.’’ 
And I come back here now, ten years later, and 
I find in the Annual Report of the Chief Medi- 
eal Officer of the Ministry of Health of Great 
Britain, the report for 1926, that England did 
have seven cases in 1917, 63 cases in 1918, 311 
in 1919, 280 in 1920, 336 in 1921, 973 in 1922, 
2,504 in 1923, 3,797 in 1924, 5,865 in 1925. that 
in the last year smallpox occurred in 22 out of 
the 50 counties in England, in 16 of which it 
had been present during the previous year, that 
in Durham, where there were 20 cases in 1924 
there were 1,138 in 1925, that in some places 
smallpox has become endemic, as it is in so many 
of our Western States, that in Middlesborough, 
for instance, there were 41 cases in 1921, 242 in 
1922, 106 in 1923, 485 in 1924 and over 750 in 
the first five months of 1925. England can no 
longer be held up to us as a largely unvaccin- 
ated community where smallpox is practically 
unknown. One thing more and I leave England 
to come back to Massachusetts. The Chief 
Medical Officer calls attention to the fact that 
4,132 of the 5,365 cases reported in 1925 had 
never been vaccinated, that not one single in- 
fant or young child who had been vaccinated 
was attacked by smallpox, that of 925 persons 
who had been vaccinated and who were victims 
of the disease not one had been vaccinated with- 
in ten years and but nine had been vaccinated 
since infancy, all of which is exactly what is re- 
ported by health officers from all over the civ- 
ilized world wherever smallpox appears and vac- 


cination is used to combat it. I expect to hear 
no more about England as an unvaccinated 
country free from smallpox. 

Now we have our law here in Massachusetts. 
New York has in her large cities the extension 
of it I am asking for, for in every city of fifty 
thousand inhabitants and over, no child, no 
teacher, no janitor, no scrubwoman can attend 
school, approach I might almost say, a school 
building or work in the same, who has not been 
successfully vaccinated. This law does not ap- 
ply to the smaller commnnities and last year I 
obtained from the health authorities of Albany, 
Binghamton, Brooklyn, Buffalo, Hempstead, 
New York, Queens and the Bronx, Richmond 
Borough, Rochester, Schenectady, Syracuse, 
Troy, Utica and Yonkers, which cities live un- 
der this law, the number of reported cases of 
smallpox for the eleven years 1913-1923; and 
from the State Health Commission the number 
reported for the whole state. 7,199,899 persons 
lived in the fourteen places, 3,185,328 lived in 
the rest of the state. Among the 7,199,899 there 
were 668 cases of smallpox, while the 3,185,328 
furnished 3,081 cases or more than twelve times 
as many per capita. Is there any reason, other 
things being equal, why there should be more 
smallpox in small towns and in the country 
than in the crowded districts in the City of 
New York and elsewhere? Of course not, but 
other things were not and are not equal. Every 
school child in the cities is vaccinated goes he 
to the most exclusive private school, to a de- 
nominational school, to a parochial school or to 
a public school, while in the rest of the state it 
is not so. New York City has had no death 
from smallpox since 1914. 

Rhode Island has just passed the law I am 
asking for here. Rhode Island had last year 
an outbreak in an orphanage in, I think, Paw- 
tucket, where some of the children were vac- 
cinated, but the others not. The managers of 
that institution tell me that no child will get in 
there again until it is protected by vaccination. 

I am far from assuming that all of the 100,000 
and more children in our private and parochial 
schools are unvaccinated, I know that many of 
them are, but not too infrequently those in 
charge of these institutions of learning, seeing 
no smallpox about, feeling that the danger is a 
trivial one, delay action until brought to their 
senses by a case of smallpox in their midst. One 
such experience is sufficient to insure action in 
the future. I have two concrete instances in 
mind, within the last few years, one in a private 
school in Natick, the other in Smith College in 
Northampton. Both of these schools accept now 
no unvaccinated pupil to their halls, having had 
an experience that they do no care to repeat. 
In both cases the pupil came from outside the 
state. In all the years that I have paid special 
attention to this subject not one principal of a 
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boarding school, of a private school or of a 
parochial school has had a word to say against 
general compulsory school vaccination as it 
would affect them; on the contrary they are in 
favor of it.. 

The parochial school authorities do not oppose 
it. The three Roman Catholic Bishops of 
Massachusetts favor it. The Cardinal Arch- 
bishop of Boston, the bishops of Springfield and 
of Fall River are all on record as approving 
such action. At various times the Chambers of 
Commerce of Boston, Worcester, Springfield, 
New Bedford, Pittsfield, Athol, Winchendon, 
Lawrence, Beverly, Lynn, Great Barrington, 
Waltham, Holyoke, Newburyport and Glouces- 
ter have through their boards of directors voted 
that as a business: proposition it has their ap- 
proval. Life insurance companies favor it, as 
a matter of course, as also and equally, of course, 
the Massachusetts Association of Boards of 
Health and the individual Boards of Health of 
every city, town and hamlet in the Common- 
wealth. 

What New York has done in her cities, what 
New Hampshire has, what Rhode Island has, 
what New Mexico and Arkansas have recently 
found good for them, what the provinces of 
Quebec and New Brunswick have tried out with 
marked reduction of their somewhat notoriously 
high smallpox rate, may surely be applied with 
benefit here-in Massachusetts, and I sincerely 
trust that this Committee will, as it did last 
year, recommend the passage of this bill, that 
the House will vote as it did in 1926 and that 
Senators will be induced to see that what I and 
‘others are asking for is in the interest of public 
policy and public health, and will consequently 
ratify the action of the two bodies that have pre- 
viously voted upon it. 

Four times in 1924 smallpox invaded our sis- 
ter state of Connecticut. Sixty-three of the 100 
persons affected had never been vaccinated 


THE PROFESSION OF NURSING* 


BY GEORGE H. 


ONE returns with a mixture of regret and 
pleasure to the place of one’s youth,—regret as 
one realizes the opportunities not utilized, the 
lack of appreciation to the full of what was of- 
fered; pleasure at renewing the ‘‘feel’’ of the 
earlier times with their associations and visions. 
My professional youth, at least during some of 


its teething, was at the Massachusetts General 


Hospital, and, as a doctor in the service told me 
on learning that I graduated from Harvard, 
‘‘Young man, that is no disgrace.’’ I blush, 
though, as I think of my warped attitude to- 
ward the resources of the hospital. The ‘‘ Front 


*Delivered before the graduating class of the Massachusetts 
General Hospital Training School for Nurses, January 12, 1927. 


four of the five deaths occurred among those 63 
persons. Forty-seven cases in New Britain cost 
that city of 66,000 inhabitants $24,560.72. The 
usual thing in the usual manner and Connecti- 
cut is at our door. What happened there may 
at any time and will at some time come to us, 
take we not more heed to our steps. 

Norway, Sweden, Denmark, Germany, Hol- 
land, Finland, Esthonia, Latvia, Lithuania and 
Belgium with an aggregate population equal to 
that of the United States reported 131 cases of 
smallpox in 1923; we five times as many, 669 
to be exact in one week, that ending on Decem- 
ber 26 of last year. We had 29,968 cases in 
1923 and over 56,000 in 1924. India had more 
but we were a close second. England had 2,485 
to our 29,000 and we call ourselves a progressive, 
enlightened community. Massachusetts stood 
at one extreme, Montana at the other, and it is 
with the desire to keep our own state where she 
is, to be prepared for what is slowly but surely 
coming to us, that I have for eleven consecutive 
years urged this Committee to favorably report 
a bill similar to House 204 to the House of Rep- 
resentatives. 

Items about smallpox come in so frequently 
in these days that it is difficult to keep up with 
the news. 

Smallpox is becoming increasingly rare in 
Europe, bar England, but in Minneapolis, Minn- 
esota, we get a record of 1,298 cases with 363 
deaths between 1910 and 1923, the state boast- 
ing during this same period of 39,250 cases, 
36,613 of whom had never been vaccinated— 
93.28%. | 

In a recent epidemic in Ontario the daughter 
of the first victim, protected by a school vaccina- 
tion, is living, while 22 of her immediate rela- 
tives succumbed. Those who did not succumb 
are said to be in favor of universal compulsory 


school vaccination. 


BIGELOW, M.D. 


Door’’ was something that it was smart to get 
around, rather than realizing its sole object was 
to make the work more effective. The Social 
Worker was a great convenience to help in emp- 
tying beds and quieting of the recalcitrant pa- 
tient in the Out-Patient Department. To use her 
as a diagnostic and therapeutic aid was quite out 
of my ken. And the nurse! She was a well-nigh 
indispensable convenience, except when she 
knew more than you did, when she might make 
you feel uncomfortable, and the male must feel 
psychologically superior, we are told. But to 
use her as an educational medium for the chron- 
ie case, leaving with essentially the same handi- 


cap with which he came in, for the convalescent 
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typhoid with persisting organisms, for telling 
the family of the adjustments needed to ade- 
quately receive the patient, these were beyond 
me. With all this black.past I am now before 
you and presume to address a graduating class. 


The nursing profession has a noble heritage, 
and that heritage is augmented by association 
with this hospital. And yet it is, like medicine, 
a profession about. which there is much hue and 
ery. The vanishing family doctor and rural 
practitioner is much talked of. Education, 
economics, specialization, ethics, all come in for 
their share of blame. The modern doctor is a 
commercialized technician rather than a humane 
healer, we are told. And yet such a high level 
of service was probably never so generally avail- 
able as today. So with the nurse! We hear 
that she is inhuman, commercial, a time server, 
when she comes in the front door you may look 
for the cook soon leaving by the rear. We hear 
on the other hand that conditions in private 
duty are so unsatisfactory that much of the 
quality in the profession is going into teaching, 
executive, and public health positions. This is 
blamed in part on the super-education which is 
advocated. If you don’t let your nurse know 
too much and keep her in her place, she will re- 
main the servile drudge of the past. In every 
profession from the theologian to the mortician 
education and super-education are blamed. Yet 
where there is such a babel there must be some 
small tower of fact. Is it that the field of need 
for the nurse has changed with the opening of 
the new vista of prevention through precept and 
example? 

The nurse as well as the doctor came into 
being in response to a crying need for bedside 
care to the sick. The sickness might be acute or 
chronic, the need for nursing might be because 
of the specialized demands of the case or the 
lack of resources to care for the ordinary human 
needs. This was given primarily to the pauper 
and the stranger. The buildings where this ser- 
vice was offered were the forbears of the present 
hospital and they were dreadful places of filth 
and death. To have people look on hospitals as 
places of rest and quiet and sunlight rather than 
pest houses is of very recent development. 
Ether, asepsis, and modern nursing are large 
factors in the change. With this concept of 
nursing, the private duty service has expanded. 
But this service is expensive for the long-term 
ease, though, as Miss Geister points out in New 
York, the hourly rate for the average private 
duty nurse is below that of the common laborer; 
so that both consumer and producer have eco- 
nomic dissatisfaction. 

Of late, our general hospitals have been tak- 
ing more and more of the acute, self-limited, 
short-term sickness, as well as giving terminal 
and short-term service to chronic disease. A 
study of cancer in Massachusetts shows that in 


1915 there were 50 cases of cancer admitted to 
hospitals in Massachusetts for every 100 cancer 
deaths; in 1924 the number had increased to 66. 
This is encouraging until we realize that each 
hospital admission means only an average stay 
in the institution of two to four weeks, while it 
is as many months or more of hospitalization 
that the average case needs. 

During the last fifteen years the death rate 
from communicable disease dropped about a 
third, while that from degenerative disease in- 
creased about as much. Cancer and diabetes 
have shown a parallel increase, heart disease has 
increased at a slightly slower rate, cerebral hem- 
arrhage has remained stationary, and nephritis 
has actually decreased since 1920. In 1925 these 
five diseases caused nearly half of all the deaths 
in Massachusetts. The general hospital with its 
reponsibility for rapid overturn can care for 
this type of disease in general only during the 
acute emergency, such as operation for cancer or 
the cardiac decompensation. Long-term service 
will require either the extension of chronic hos- 
pital facilities or of home resources. But the 
cost of hospitals is already stupendous. LEco- 
nomical extension of home care should be given 
every consideration. 

With modern living there are difficulties. 
More of the family are wage earners. The 
cousin or aunt who is free lance to be called in 
emergencies is less common. Then often in the 
modern apartment or small house there is no 
place to put her. The nurse would seem the 
solution. But the cost of private nursing is 
prohibitive for long-term cases except for the 
very few. However, many families do not need 
the full-time service of the nurse. Given service 
for the bath, the dressing, or even the noon meal, 
and the family can carry the rest. This means 
hourly nursing, the cost of which is within the 
reach of many more. Whether this service 
should be given by existing visiting nursing 
organizations, or by existing registries, or by a 
combination of both, will probably vary with 
communities. The visiting nursing associations, 
of which Massachusetts may well be proud, are 
already facing this problem and are helping us 
at the State House study specifically the cancer 
needs. 

It is perhaps a little inconsistent to be stress- 
ing to you the need of home bedside care when 
we are constantly urging visiting nursing or- 
ganizations to expand their preventive and edu- 
cational activities. But consistency is the last 
resort of the unimaginative. However, with the 
possibilities in prenatal and well child super- 
vision and the almost complete lack of such ser- 
vice in so many communities, it is irresistible to 
urge nursing organizations to combine this with 
the bedside care, which, after all, should be their 
first responsibility. For limited resources it is 
at times a difficult combination and approaches 
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service to a persistent god and an equally per-| 


sistent mammon (which is mammon it would be 
hard to say!). However, for the nurse herself, 
it makes a fascinating entity. The person who 
has nursed the father through pneumonia has a 
prestige when advising as to regular visits to 
the doctor by the well child or as to protection 
against diphtheria, and this prestige brings re- 
sults. This is, of course, the generalized nurs- 
ing of which Professor Winslow is such an ar- 
dent advocate and has much to be said for it 
under certain conditions. But the saturation 
point of activities must be watched and when 
réached specialization of activities must be re- 
sorted to. But it is no wonder that the public 
health nursing field holds growing attraction for 
the type of woman who feels that the institu- 
tional or bedside care of the individual is tak- 


ing up the problem too late to be effective. 

You young women are, therefore, on the 
threshold of an amplified profession. You may 
choose the institutional work with its varied 
fields, or conventional private nursing, for 
which there will always be a demand. Public 
health nursing with the romance of prevention 
may tempt you, and here the demand for qual- 
ity is very great. You may choose organized 
bedside nursing, possibly combined with public 
health nursing. If so, you may feel you are 
contributing to the great social-medical problem 
of chronic disease which is so crying for solu- 
tion. But in any case, remember that, in nurs- 
ing, by example, by the spoken word, and the 
human contact you have an unsurpassed oppor- 
tunity as a teacher of the sick and of the well 
who are associated with them. 


A CASE OF GUMMaA OF THE BREAST* 
BY WM. PEARCE COUES, M.D. 


GUMMATOUS inflammation of the breast is one 
of the rarest manifestations of late syphilis, and 
is of direct interest to the surgeon because of 
the difficulties of diagnosis which may occur 
when this unusual locality is the site of trouble. 
Thompson’, some years ago, reported a case of 
this rare breast condition, and reviewed the lit- 
erature to date, bringing many interesting facts 
to light. 

Blumental? has perhaps reported the most re- 
cent case on record, and, at the time of writing 
(July, 1926), found only forty-three cases in 
the literature, three of which were in men. 

Those cases of deep sclerosing gumma of the 
breast, seen before softening has taken place, 
may simulate carcinoma of the breast very close- 
ly, particularly when the axillary glands are 
enlarged. 

The following case is of interest in this con- 
nection : 

N. H., a married colored woman of 53 years, was 
admitted to the Surgical Service of the Massachusetts 
General Hospital on May 26, 1920, for the treatment 
of a mass in the right breast. The chief points in 
the history are as follows: Father and mother dead, 
cause unknown. No definite information obtained 
concerning brothers and sisters. No history of tuber- 
culosis given. Second marriage, six years ago. One 
miscarriage by previous marriage. No sicknesses 
other than colds, no history of any operations. 

Catamenia is regular, no urinary symptoms. 

About three years ago she noticed a small lump 
in the lower part of the right breast; this was about 
the size of the tip of the little finger. There was no 
change in its size until nine months ago, when the 
swelling increased in size and grew to the size of 
a lemon. During these months the patient began to 
have pain, which was described as rheumatic in char- 
acter. There was no ulceration of the mass, and 
peri. noticed anywhere else, according to the 
patient. 


*From the Surgical Service of the Massachusetts General 
Hospital. 


Examination showed a well developed and nour- 
ished mulatto woman. The pupils were equal and 
reacted to light. Accommodation, questionable. 
Throat showed nothing abnormal. 

Local examination: The left breast showed noth- 
ing remarkable. There were a few hard, freely mov- 
able glands felt in the right axilla. . 

In the right breast, under the nipple, was a mod- 
erately hard tumor, the size of a hen’s egg, which 
was freely movable and not tender. It involved the 
skin to some extent. Just above and to the outside 
of the nipple was a pigmented area appearing like 
a scar, apparently connected with the tumor. 

The reflexes were hyperactive. 

The chest and abdomen were not remarkable. 

Blood Wassermann, strongly positive, June 5. 

Preliminary diagnosis, cancer of breast. 

Postoperative diagnosis, cancer of breast. 

Operation: Amputation of breast and dissection 
of axilla with removal of pectoral muscles. 

— operation wound healed kindly; there was no 
sepsis. 

Pathological report, May 28, 1920: 

“An entire breast, with a portion of the underlying 
muscle and the axillary contents. There is a hard 
mass with indefinite outlines, and a firm, greyish 
white surface on section, with irregular areas of yel- 
low necrosis, occupying most of the breast, and run- 
ning into the underlying muscle. There are large, 
discrete hard lymph nodes. The breast at its inner 
portion is firm and nodular. 

“Microscopic examination shows a diffuse cellular 
infiltration and fibrosis of breast tissue, with irregu- 
lar areas of necrosis. Focal collections of epitheloid 
cells, with an occasional giant cell, occur. Fat and 
muscle are invaded by this cellular and fibrous proc- 
ess. Fat cells, surrounded by endothelial leucocytes, 
frequently occur. Six of the lymph nodes show a sim- 
ilar inflammatory change—areas of necrosis, fibrosis, 
and focal collections of epitheloid and giant cells. 
The fat cells in their capsules are also involved. No 
tubercle bacilli or spirochaetes can be found in appro- 
priately stained sections. 

“The histological appearances suggest syphilis, al- 
though tuberculosis cannot be ruled out. 

“Syphilis.” 


All pathologists agree as to the extreme diffi- 
culty or impossibility of making a definite diag- 
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nosis between syphilis and tuberculosis in the 
absence of the treponema or of tubercle bacilli; 
the length of time of symptoms, and the posi- 
tive Wassermann reaction in this case, would 
seem to make a diagnosis of syphilis of the 
breast (gumma) justifiable. 

The case was referred for specific treatment. 


Efforts to trace the patient by letter, and to 
have her report for examination, were unsuc- 
cessful. 

Though this condition is so rare, it is of in- 
terest that its recognition clinically dates back 
many years. According to Power and Murphy 
the first case definitely recorded was that by 
Francois Sauvages, professor of medicine in the 
University of Montpellier; this was in 1763. 
Thompson says that Astruc, however, wrote of 
cancer of the breast in syphilitic women in 1736. 

Verneuil, Velpeau and Richet wrote of the 
subject in France and Reinecke of the patholo- 
gy of the condition, in Germany. There are a 
few case reports of the condition occurring in 
congenital syphilis, and an occasional case 
where the entire breast has sloughed out from 
the intensity of the process. 
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OHIO AND NEW MEXICO RECOGNIZE NATIONAL 
BOARD CERTIFICATE 


Since the last issue of the National Board Bulletin 
word has been received from Dr. Platter, Secretary 
of the Ohio State Medical Board, and from Dr. Joyner, 
Secretary of the New Mexico Board of Medical Ex- 
aminers, to the effect that certificates of the National 
Board of Medical Examiners will be recognized for 
licensure by their respective boards. Applicants for 
licensure in Ohio will be required to obtain the Ohio 
certificate of preliminary education. In addition to 
this, the State Board requests the privilege of review- 
ing the original examination questions and answers 
on which the candidate’s certificate was issued. 

This makes a total of 38 States and Territories now 
accepting the National Board’s Certificate for licen- 
sure. They are as follows: - Alabama, Arizona, Canal 
Zone, Colorado, Connecticut, Delaware, Georgia, Ha: 
waii, Idaho, Illinois, Iowa, Kentucky, Maine, Massa- 
chusetts, Maryland, Minnesota, Mississippi, Nebraska, 
Nevada, New Hampshire, New Jersey, New Mexico; 
New York, North Carolina, North Dakota, Ohio, Okla- 
homa, Pennsylvania, Porto Rico, Rhode Island, South 
Carolina, South Dakota, Tennessee, Utah, Vermont, 
Virginia, Washington and Wyoming. 


EFFLUENT OF SEPTIC TANKS HARMFUL 


The effluent from a septic tank contains large num- 
bers of bacteria and may contain disease germs. 
Therefore, filtration or further purification of the 


effluent is necessary. Filtration through the soil may 
be secured by leaching cesspools or tile fields away 
from near-by wells or springs. 

Unless the amount of dilution is very great, it is 
not safe to discharge a septic tank effluent into a run- 
ning stream. Permission for such discharge should 
be secured from the State Department of Health and 
the State Water Commission. 


FALSE CLAIMS 


In addition to many contradictions of facts stated 
here, manufacturers sometimes claim their tanks are 
approved by State or Federal authorities. The fact is 
that these agencies recognize the value of the septic 
tanks in conjunction with other methods of treat- 
ment, but the Connecticut State Department of Health 
has not approved any particular make of tank and 
grants sewerage approvals only after passing on plans 
for specific installations. 


PUBLIC SEWERAGE SYSTEMS PREFERABLE 


Septic tanks and sub-surface disposal installations 
for private residences are never recommended where 
a public sewerage system is available. They are al- 
ways a source of care. Rather than a scattering of 
private systems of sewage disposal over a populated 
community, a public sewerage system presents a more 
sanitary and a convenient method of conveying the 
community’s sewage to one central point where it 


should be subjected to the necessary degree of puri- 
fication so as to render possible its discharge into 
the waters of the State without nuisance or detri- 
ment to the public health.— Bulletin, Connecticut 
State Department of Health. 


DEATH RATE FROM TUBERCULOSIS 
DECREASING 


Washington, D. C., October 5, 1926—The Depart- 
ment of Commerce announces that death rates from 
tuberculosis are decreasing. Lower death rates from 
tuberculosis (all forms) were registered in 1924 than 
in 1900 for each age period for each sex in the Regis- 
tration States of 1900. The amount of this decline 
in death rates ranged from 73 per cent. for females 
under 1 year of age to 37 per cent. for females aged 
15-19 years. 

This decline in tuberculosis death rates is not lim- 
ited to the United States. Similar declines are re- 
corded in the death rates of England and Wales. A 
comparison of the 1924 death rates from tuberculosis 
(all forms) for England and Wales with the corre- 
sponding 1924 rates for the United States Registra- 
tion States of 1900 reveals lower rates in the United 
states for each age period up to age 55 for each sex. 
The greatest per cent. difference up to age 55 was 
for males aged 5-9 years, the respective rates for the 
two countries being 37 for England and Wales and 
15 for the United States, the latter rate being 59 per 
cent. lower than the rate for England and Wales. 
The least per cent. difference up to age 55 was for 
females aged 20-24, the respective rates for the two 
countries being 153 for England and Wales and 146 
for the United States, the latter rate being 19 per 
cent. lower than the rate for England and Wales. 
Comparisons of the tuberculosis death rates for the 
two countries for ages above 55 show much lower 
rates in England and Wales than in this country, 
so much lower in fact that apparently the only ex- 
planation is a tendency in England and Wales to 
certify at the older ages bronchitis as the cause of 


death instead of tuberculesis.—Department of Com- 
merce, Washington. 


| 
is 
ai 
ty 
fi! 
i 
if 
4 
1% 
iy 


Volume 196 
Number 9 


CABOT CASE RECORDS 


359 


Qase Records 
of the 
Massachusetts General Hospital 


ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
WEEKLY CLINICO-PATHOLOGICAL EXERCISES 


Epitep By R. C.'‘Casort, M.D. 
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CASE 13091 
COMA WITH RIGHT PTOSIS 
Mepicat DEPARTMENT 


A married American woman forty-four years 
old entered August 20. The complaint was fever 
of a week’s duration. The history was given by 
her husband. 

She had been perfectly well until a week be- 
fore admission except for nervousness and ir- 
ritability which she had had ever since an attack 
of influenza eight years ago, followed by pneu- 
monia with empyema. Rib resection was done, 
followed by drainage for two months. She was 
ill in a hospital for three months at that time, 
with mental unbalance and almost total alo- 
pecia. For several years she had been doing 
housework for a family of ten, and was frequent- 
ly tired. Six days before admission she com- 
plained of feverishness and headache. After 
taking a cathartic she had diarrhea for three 
days. She remained in bed, irritable, with hy- 
peresthesia of the hand and legs and dull non- 
radiating ache across the lower back, bilateral. 
Four days before admission she lapsed into stu- 
porous prostration. She could be roused, and 
answered rationally. No paralyses were noted. 
About this time the right eyelid began to droop. 
Her tongue became coated and dry. Mild diar- 
rhea persisted. In the past few days she had 
become more and more ‘‘prostrated.’’ Sweating 
was not marked after the first two days. The 
day before admission a visiting nurse found the 
temperature 104°. The breathing was very 
rapid. Four days ago the headache ceased. For 
two days she had been somewhat irrational. 

Her mother died of pulmonary tuberculosis, 
her father of ‘‘shock.’’ An uncle had nervous 
trouble. A son aged seventeen had had noc- 
turnal feverishness and headache for three 
weeks. 

The patient had had three miscarriages, two 
since the birth of her last child three years ago. 
She had frequent sore throats; her last attack 
of tonsillitis was four years ago. 

Examination showed a well nourished woman, 
acutely ill and slightly dull mentally. The skin 
was dry. There was a red spot on the right side 
of the abdomen. The hair was sparse. There 
was pyorrhea. The tongue was dry and dirty. 

The apex of the right lung showed increased 


dullness with loud voice and breath sounds, bron- 
chovesicular breathing and rare rales. There 
were many fine rales at both bases, more 
marked on the right. The lower right 
chest showed the old scar of a rib resection. The 
heart was negative except for a soft systolic mur- 
mur over the mitral area. The blood pressure 
was 120/80. The spleen was easily palpable. 
Pelvic examination showed the cervix firm; a 
large lateral tear; the fundus in second degree 
retroversion ; moderate rectocele. Rectal exam- 
ination was negative. The fundi were negative. 
The pupils and reflexes were normal. 

The amount of urine is not recorded. A cath- 
eter specimen was cloudy, specific gravity 1.017, 
a trace of albumin, five leucocytes per high 
power field. Another specimen was cloudy, speci- 
fic gravity 1.010, a slight trace of albumin, a few 
leucocytes and occasional red cells. A culture 
from the catheter specimen showed a profuse 
growth of staphylococcus aureus. Blood exam- 
ination showed 8,500 to 9,500 leucocytes, 79 per 
cent. polynuclears, hemoglobin 75 per cent., reds 
3,650,000 to 3,950,000, with slight achromia, 
moderate anisocytosis and poikilocytosis and rare 
stippling. The leucocytes seemed essentially 
normal; a few young polynuclears. Wassermann 
was inconclusive. Two blood cultures showed 
staphylococcus aureus. Stool examination 
showed questionable pus. 

X-ray examination showed the diaphragm 
high and sharply domed on the right side. There ~ 
was no evidence of consolidation in the lung 
fields, but the plate would not rule out miliary 
tuberculosis on account of the motion present. 
The heart shadow was not remarkable. 

The temperature was 101.1° to 105.3°, rectal, 
the pulse 100 to 120, the respiration 25 to 59. 

The day after admission the patient was in 
muttering delirium. That night she was incon- 
tinent and showed more abdominal distension. 
The breathing at the right apex was bronchial, 
below both clavicles loud bronchovesicular. Fine 
rales at the bases persisted. The neck was some- 
what stiff. There was a suggestion of a Kernig. 
The following day, August 22, she was much 
worse, with left facial paralysis and ptosis of 
the left lid. She did not move the left arm and 
leg. There was right Babinski. She did not 
take fluids. The abdomen was soft. An ear con- 
sultant found the ears. and mastoids negative. 

A lumbar puncture at 12.45 p. m. gave 8 
cubic centimeters of colorless opalescent fluid, 
initial pressure 160, pulse and respiratory os- 
cillations normal, jugular compression 230, 
return 160, after withdrawal of 4 cubic centi- 
meters 130, after withdrawal of 8 more 100; 520 
cells, 80 per cent. polynuclears, 15 per cent. 
lymphocytes, 5 per cent. large mononuclears, 
aleohol and ammonium sulphate positive, Was- 
sermann negative, goldsol 1112322000, total 
protein 58 milligrams. A second puncture at 8 
p. m. gave 15 cubic centimeters of turbid fluid, 
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2,100 cells, differential count as before; no or- 
ganisms. A third puncture at 12:30 a. m. gave 
15 cubic centimeters of turbid fluid. 15 cubic 
centimeters of antimeningococcus serum was 
given intraspinously. Cultures from the spinal 
fluid were negative. (Six flasks.) A throat cul- 
ture and another blood culture showed staphy- 
lococcus aureus. 

The patient sank rapidly during the night of 
the 22nd and the following morning died. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. So far as I see by the record this condi- 
tion of eight years ago was nothing but the re- 
sults of an intense infection, which often does 
give a definite psychosis—just as definite in- 
sanity as any other kind, but one which has a 
good prognosis—and which often leads to loss 
of hair. | 

2. Most of us would be tired if we were do- 
ing the housework for a family of ten. 

3. Six days before admission this still is 
nothing but the picture of an acute infection, 
any acute infection. There are many that can 
do this without having anything to distinguish 
them. The number of infections that would 


_ account for the symptoms of the last few days 


is of course much more limited. Typhoid, 
typhus, pneumococcus infections, coceus infec- 
tions, meningitis, sleeping sickness,—that i: 
about the list. So we look for more evidence of 
some of those things as we go on. 

4. They were looking for the ocular paraly. 
sis that we should get with sleeping sickness or 
with meningitis. The drooping eyelid is the 
sort of thing they were looking for. 

5. The tuberculosis, with the possibility that 
this is a tuberculous meningitis, is the only thing 
that we get from the family history. 

6. At the end of the history all we have here 
is fever, semicoma, ptosis. 


NOTES ON THE PHYSICAL EXAMINATION 


1. This is a less degree of coma than we had 
been led to expect from the history. This is the 
way we describe people in typhoid often. 

2. We ought to know a good deal more about 
that spot on the abdomen. How big is it? Is 
it hemorrhagic? It is just as well to say nothing 
at all if we do not say more than this. We want 
to know whether it is the rose spot of typhoid 
fever, which measures one or two millimeters in 
diameter and which entirely goes out when it 
is pressed with the finger. We need to know 
those things or we do not know anything that 
is of importance. 

The significance of this report on _ the 
right apex all depends on who makes the exam- 
ination. In the left apex we should pay some 


attention to it. But on the doctrine of chances 
as we see it in these necropsies, the chances are 
that it means nothing. ‘‘There were many fine 
rales at both bases, more marked on the right,’’ 
which fact makes us think less of hearing rales 
at the right apex, which otherwise would be of 
some importance. 

3. Of course the scar tells us which side the 
empyema was on. Over the empyema the lung 
was probably somewhat crippled. With that 
crippling, signs at the right apex might be ex- 
plicable. 

4. We think at once of the diseases in which 
the spleen is easily palpable, and typhoid fever 
is of those we have considered much the com- 
monest. 

5. The pelvic examination means nothing. 

6. The staphylococcus aureus is the only fea- 
ture of any possible importance in the urine ex- 
amination, and that is not in any way certainly 
important unless we get other evidence of that 
infection. In other respects we have the urine 
of a fever which does not tell us anything we 
‘did not know before. 

7. The leucocytosis is the most important 
fact yet from the differential point of view. Men- 
ingitis, unless tuberculous, staphylococcus and 
pneumococcus infections, typhus, and most cases 
of sleeping sickness usually show a higher count 
than that. Typhoid shows that count or lower. 
So far as it goes it favors typhoid or tuberculous 
meningitis. 

8. She has some secondary anemia from 
causes which I do not at present know, but any 
acute infection may cause anemia. 

9. The Wassermann in fever means very lit- 
tle anyway. 

10. Staphylococcus aureus in culture is of 
course much the most important fact we have 
had. We have to suppose the cultures are made 
under proper conditions. When they say ‘‘two 
blood seis do you think they mean two 


Dr. Oscar RicHarpson: I think it means four 
flasks. Each time they take two. 

Dr. Capot: 11. The diaphragm sharply 
domed on the right is presumably the result of 
the old empyema and nothing else. They are 
taking these plates under very difficult condi- 
tions. The patient is unable to hold her breath 
and a very little motion will spoil the field from 
the point of view of miliary tuberculosis, which 
is certainly one of the things we have to be 
considering. 

12. The chart shows a continuous tempera- 
ture, never less than 101°, seldom less than 104°, 
most of the time 105° during a period of three 
and a half days,—a short period then of very 
high continuous fever, the pulse continually be- 
tween 100 and 120, and the respirations contin- 
vallv high. The chief thing I get from that 
chart is the relatively high pulse, which is 
against typhoid, and the steady, high tempera- 
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ture, which is more or less against typhoid too, 
typhoid ordinarily showing more remission in 
the morning. 

13. ‘‘Muttering delirium’’ has no differential 
value of course. 

14, The ptosis naturally leads—with the stiff 
neck and the eye symptoms—to lumbar punc- 
ture. That shows 320 cells, therefore menin- 
gitis. The goldsol is not characteristic of any- 
thing. 

They are doing these punctures to relieve the 
pressure, without any idea that they are get- 
ting any more diagnostic information. 

15. I do not really know why they gave the 
serum. I think all we can say is that it prob- 
ably would not do any harm and conceivably 
might do some good, but I do not see why it 
should on the evidence we have. _, 


DIFFERENTIAL DIAGNOSIS 


I do not see why we should expect anything 
other than staphylococcus aureus septicemia 
with meningitis, and anything else that we can 
figure out on the basis of that pathology. If 
that is the correct diagnosis so far, then there 
are very possibly staphylococcus abscesses in 
the kidneys, very possibly in the heart wall, and 
very possibly in the lungs. I do not see that 
we have anything to make us think of the gas- 
tro-intestinal tract at all, and outside of the men- 
ingitis which I believe to exist, due to the staphy- 
lococeus, not to the meningococcus, I do not see 
that we have anything to say about the nervous 
system. I should say that all the facts referring 
to the nervous system could be explained by the 
meningitis. 

A queer thing which is against my diagnosis 
is the low leucocyte count. But there are plenty 
of parallels to that in overwhelming infections 
by diseases which ordinarily cause a high leu- 
cocyte count coming with a low leucocyte count, 
the best known examples being diphtheria and 
pneumonia. 

Why did she have the anemia? I think it is a 
septie type of anemia, the blood cells being des- 
troved by the toxins of the septicemia. 

A Puysician: What was the cause of the par- 
alysis ? 

Dr. Casor: Meningitis, I think. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Meningitis. 
General sepsis. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Staphylococeus septicemia. 
Staphylococeus meningitis. 
Abscesses of kidneys, heart, lungs? 
Secondary anemia. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions. 


Septicemia, staphylococcus. 
Large area of purulent softening, right cere- 
- bral hemisphere. 


2. Secondary or terminal lesions. 


Acute endocarditis of the aortic valve. 
Septic infarcts of the spleen and kidneys. 
Soft hyperplastic spleen. 

Edema of the lungs. 


3. Historical landmarks. 
Chronic pleuritis, right. 


Dr. RicHarpson: The anatomical conditions 
found in this case seemed to be straightforward 
enough. The head: the meninges, vessels of 
Willis, sinuses, middle ears, pineal and pitui- 
tary glands, were negative. The left cerebral 
hemisphere, the cerebellum, pons, medu!la and 
upper end of the spinal cord, were negative. In 
the right cerebral hemisphere, beginning in the 
region of the anterior portion of the caudate 
nucleus and extending backward through the 
basal ganglia and involving the posterior por- 
tion of the parietal lobe and the posterior por- 
tion of the temporal sphenoidal lobe, there was 
a large area of purulent softening and disinte- 
gration. The process extended toward the cor- 
tex but ended well below it and did not extend 
into the ventricle. So far as the head goes, then, 
anatomically there was a large area of purulent 
softening in the right cerebral hemisphere. 

Trunk: the skin was pale, the abdomen not 
distended, the wall] negative. In the lumbar re- 
gion there were the tap spots. The gastro-in- 
testinal tract, mesenteric and retroperitoneal 
glands were negative. 

Diaphragm. Right fifth rib, left fifth inter- 
space. The right pleural cavity was obliterated 
by old adhgsions. The left was natural. The 
right lung was bound down generally, the left 
was free. There was much reddish frothy fluid 
in the trachea and bronchi. No definite ab- 
scesses or areas of consolidation were found in 
the lungs. The tissue was spongy and contained 
much dark reddish frothy fluid. 

The pericardium was negative. The heart 
weighed 295 grams. Myocardium negative. The 
mitral valve measured ten centimeters, nega- 
tive, the aortic seven centimeters. On the ven- 
tricular surface of two of the cusps in the re- 
gion of their junction was a small, weakly ad- 
hering mass of soft vegetations. The valves 
were otherwise negative. The aorta and great 
branches were negative. 

The liver was rather large but presented no 
lesions. The gall-bladder and pancreas were 
negative. The spleen was considerably en- 
larged, weighing 386 grams, and the surface 
showed scattered over it smaller and larger 
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areas which were the outer surfaces of septic 
infarcts. Some of these infarcts showed puru- 
lent softening in their central portions. 

The kidneys weighed 390 grams. Their su: 
faces showed areas which were the outer su 
faces of septic infarcts similar to those in the 
spleen. 

From the heart blood we recovered a good 
growth of the staphylococcus. 

Dr. Cazror: I do not know any way in which 
the mistake of saying meningitis instead of ab- 
scess could have been avoided. I think perhaps 
if I had thought a little more I should have re- 
membered that the staphylococcus is prone to 
make cerebral abscesses, and although we do 
have staphylococcus meningitis it is rarer. 


I suppose you do not need to find any direct ch 


communication with the spinal cord to account 
for the cell count here—the thing comes through 
the lymphatics, I suppose. 

Dr. Ricnarpson: I imagine So. There was 
no direct communication. 


CASE 13092 


GALL-BLADDER DISEASE WITH 
COMPLICATIONS 


SurcicAL DEPARTMENT 


An Irish widow sixty years old entered for 
the first time April 24, eight months before her 
fourth and last admission. The chief complaints 
were jaundice and abdominal pain. 

A week before admission she was seized with 
acute abdominal pain requiring morphia. Two 
days later she became jaundiced. The urine be- 
came dark and she began to have vomiting 
which continued intermittently. The vomitus 
was clear, colorless, and not bitter or sour. The 
day of admission she had a severe chill. Dur- 
ing the past two years she had had: many similar 
attacks, but had never before been jaundiced. 
For a year she had had much beleliing of gas. 
Her bowels had been very constipated for years. 

She gave a history of inflammation of the 
bowels for seven months when she was thirty. 
She had had three miscarriages and three still- 
births. Seven children were alive and well. One 
died at seven months. 

Clinical examination showed a very obese 
woman, intensely jaundiced. The sclerae were 
yellow. Teeth largely missing, the remaining 
ones poor. Marked pyorrhea. Heart and lungs 
normal. Abdomen very large and flabby. Dias- 
tasis of recti. Tenderness in epigastrium and 
right upper quadrant. It was impossible to pal- 
pate anything because of obesity. Right pupil 
showed the result of an iridectomy for cataract. 
Left pupil fixed. (Opacity of lens, no sight.) 
Knee-jerks not obtained. 

Before operation urine very dark. Quantity 
insufficient for specific gravity test. No albu- 


min. Sugar present. Large amounts of bile. 
Blood not recorded before operation. Wasser- 
mann negative. Bleeding time three and a half 
minutes. Clotting time began in first tube in 
twelve minutes, in last tube in twenty-five min- 
utes. Serum dilution 1 to 192 April 25, 1 to 50 
May 5. 

Before operation the temperature was 98.2° to 
sig the pulse 70 to 105, the respiration 20 
to 40. 

Operation was done April 26. The patient 

made a good operative recovery, though she com- 
plained a good deal of right upper quadrant 
pain and nausea. The jaundice cleared rapidly. 
On discharge May 27 there was a very small 
residual sinus from which there was no dis- 
arge. 
History of interval. After leaving the hos- 
pital she felt well except for some weakness and 
transient twinges of pain. She continued to im- 
prove until September 2, when she was sudden- 
ly seized with severe cramp-like right upper 
quadrant pain radiating to the back, requiring 
morphia and accompanied by vomiting and a 
severe chill which lasted half an hour. 

Second admission. September 5 she reentered 
the hospital. 

Clinical examination was as before. There 
was intense tenderness and slight to moderate 
spasm in the right upper quadrant. No mass 
could be made out. 

Before operation the urine was cloudy and 
alkaline at one of three examinations, specific 
gravity 1.012 to 1.015, a trace of albumin once, 
no bile. Blood: 9,400 leucocytes. Coagulation 
time fourteen minutes. 

The pain subsided rapidly. By September 
13 the patient was feeling well and the tempera- 
ture was flat. 

September 15 operation was done. She made 
an uneventful convalescence, and was discharged 
September 30. 

History of interval. After leaving the hos- 
pital she did not feel very well and was in bed 
most of the time, nauseated and weak. October 
27 she had a severe attack of pain starting un- 
der the lower sternum, becoming generalized in 
the stomach, and finally going between the 
shoulders. The following day this was better. 
The day after this she became very sick, and on 
the third day vomited for four hours. She had 
no pain at this time. The jaundice increased, 
and her skin was very itchy. The urine was 
very dark, ‘‘like blood.’’ The stools were gray. 

Third admission, November 4. The genera! 
clinical examination was as before except that 
the skin and sclerae were only slightly yellow. 
There was moderate tenderness to deep palpa- 
tion in the epigastrium and the right upper 
quadrant, and induration about the scars. 

Under salol and saline cathartics she im- 
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»roved. The jaundice became much less. Nov- 
ember 8 she was discharged. 

History of twnterval. After leaving the hos- 
pital the patient felt well and had no pain or 
ache for a month. December 8 she had a sud- 
den onset of pain in the right upper quadrant 
radiating to the right shoulder blade. She vom- 
ited all night and had chills. Her bowels were 
constipated, with practically no movement. Her 
physician gave her morphia. There was no 
jaundice until December 11. The urine was 
very dark from the time of the onset. The pain 
and vomiting continued. 

Fourth admission, December 12. Clinical ex- 
amination showed a questionable icteric tint to 
the skin and sclerae. No masses or tenderness. 
The patient had, however, a good deal of mor- 
phia before admission. 

She continued to complain of pain in the right 
side of the abdomen and in the small of the back 
requiring’ a quarter of a grain of morphia the 
evening of admission. Stool examination 
showed much bile. An orthopedic consultant 
thought the backache was the ordinary backache 
resulting from prolonged recumbency. 

December 16 operation was done. She showed 
surprisingly little reaction after it. There was 
a little temperature which came down promptly. 


December 19 she vomited once and had a little |. 


distension. The leucocyte count was 21,000. 
The temperature was variable, part of the time 
normal, at other times 97° to 100°. She was 
now voiding voluntarily. She seemed to be do- 
ing very well. December 27 the last two wicks 
were removed in the ward under gas. January 1 
there was sharp rise and drop in temperature 
with nothing to explain it. The next day. she 
looked well. She complained a great deal of 
pain in the back, chiefly on the left side. Exam- 
ination showed ‘nothing but unreliable tender- 
ness high in the lumbar region and out under 
the rib margin. The leucocyte count was 8,400. 

The patient did very well except for constipa- 
tion. January 10 the sinus was closing down 
rapidly and there was practically no discharge. 
The chart was flat. She complained now only of 
back pain, which was much better after she was 
up. January 13 she left the hospital. 


DISCUSSION 
BY CHARLES A. PORTER, M.D. 


Before the first operation the diagnosis was 
cholelithiasis, cholecystitis. Then came in the 
possibility of gangrene of the gall-bladder, or. 
owing to the chill, a beginning cholangitis. All 
these had to be considered. Owing to her poor 
condition and her fatness the surgeon very wise- 
ly chose to operate under local anesthesia with a 
little ether at the end. 


PRE-OPERATIVE DIAGNOSIS APRIL 26 
Cholelithiasis. 


OPERATION, FIRST ADMISSION 


Tiocal novocain. Ether. Incision over the 
gall-bladder, splitting the rectus muscle. The 
gall-bladder was acutely inflamed and firmly 
adherent to all surrounding structures. In the 
course of manipulation the fundus was torn with 
the escape of several stones and thick yellow 
pus. By means of stripping, as many stones as 
possible were removed. Exploration showed a 
mass in the region of the pancreas. The patient’s 
condition was so poor that it did not seem advis- 
able to explore further. The opening at the | 
fundus was enlarged to admit a drainage tube, 
which was fastened in place by means of a purse 
string stitch. A cigarette wick was placed be- 
side the drainage tube. 


PATHOLOGICAL REPORT 


A small soft fragment with a fragment of 
calculus. A microscopic examination shows a 
chronic inflammatory process. There is no evi- 


dence of malignancy. 
Cholelithiasis. 


PRE-OPERATIVE DIAGNOSIS SEPTEMBER 15 
Cholecystitis. 
OPERATION, SECOND ADMISSION 


Gas and ether. Transverse incision exposing 
the peritoneal cavity. Gall-bladder found sur- 
rounded by numerous adhesions, with thickened 
wall. No stones palpated. Bladder was freed 
from fundus downward and cut away. In doing 
this a region was opened containing some porky 
tissue which was thought to be potentially in- 
fectious. It was touched with pure carbolic acid. 

A probe passed through the cystic duct into the 
common duct and into the duodenum met with 
no obstruction. A small catheter was placed in 
the cystic duct and a — wick to the gall- 

bladder bed. 


PATHOLOGICAL REPORT 


Gall-bladder fibrous, with a smooth mucous 
surface. There are no stones. Microscopic ex- 
amination shows fibrosis and wandering cell in- 


filtration. 
Chronic cholecystitis. 


BACTERIOLOGICAL REPORT | 
Culture from the gall-bladder showed bacillus 
coli. 


NOTES ON THE CLINICAL HISTORY 


There was drainage of a fair amount of bile 
from the wound. The stools were clay colored 
until September 23, when the catheter in the 


eystic duct came out. 


FurTHER DIscUssION 


Dr. Capor: What do you suppose her pain 
was due to? She came in with cramp-like pain. 
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Dr. Porter: It must have been some con- 
traction of the gall-bladder with stasis, because 
there was no stone. 

Dr. Casor: Do you think it could have been 
a pyloric spasm ? 

Dr. Porter: I don’t think so. I thought it 
‘was an obstruction to the outflow of bile or 
mucus. 

At her fourth admission, owing to the jaun- 
dice she was given chloride of calcium. 


PRE-OPERATIVE DIAGNOSIS DECEMBER 16 
Probably stone in common duct. 


OPERATION, FOURTH ADMISSION 


Ether. Tranverse incision reopened and en- 
larged. Liver, omentum and hepatic flexure 
found adherent to each other and to anterior ab- 
dominal wall. On freeing adhesions from lower 
surface of the liver a chronic abscess was found 
discharging bile-stained inspissated pus. This 
abscess was long and admitted a forefinger for a 
distance of two inches. It was wiped dry with 
gauze. On the adjacent surface of the liver 
were several yellowish areas, obviously abscesses, 
some close to the liver border and one about an 
inch and a half from it. The area in which 
these abscesses were found was about two inches 
in diameter. Nothing abnormal could be found 
elsewhere. The liver surface was walled off 
with two gauze strips and a cigarette drain in- 
serted into the original abscess. The smaller 
ones near the border of the liver were broken 
into and packed with gauze. The wound was 
carefully closed with continuous catgut in 
layers, 

‘‘It is my opinion that unless subsequent find- 
ings show that there was something in the com- 
mon duct, which I did not dare to explore, this 
infection in a mild degree started after the with- 
drawal of the catheter from the common duct a 
week after the operation, and has persisted until 


recently, when the abscess formed in the liver.”’ 


FurtTHER Discussion 


A lymphatic abscess localized to a small seg- 
ment of the liver is a very extraordinary thing, 
and there were other little abscesses like daugh- 
ter cysts. It came from the outside in, or 
through the lymphatics. 

After this operation the patient made a gain 
and had a good convalescence. 

Miss Painter has looked up this woman and 
finds that on April 18, three months after her 
last discharge, she died in very squalid quarters. 
For some reason she did not come back again 
to the hospital. Her chart was so good that I 
doubt very much if there was any more trouble 
left in the liver. I think I must have drained 
all of the abscesses. 

The points of interest in the case are (1) the 


wise choice of a minor first operation, a chole- 
eystostomy, to which I think the patient owed 
her life and (2) the rather unexpected disap- 
pearance of all stones. Her jaundice was not 
due to an obstruction but to a swelling of the 
duct. Then came this last operation, a very un- 
expected thing, because usually when we have 
abscess in the liver it is due to an infection 
which occurs more or less throughout the liver. 
I think a single area would suggest that one 
group of lymphatics had become involved from 
that porky area and had spread backward up to 
this little segment in the liver. 


T should like to add one. more word in regard 
to cholecystostomy and cholecystectomy. I 
think it is clear that the majority of surgeons 
are doing cholecystectomy more and more. The 
statisties from one clinic show that Dr. Ramsden 
out of 476 operations did cholecystectomy in 
ninety-five per cent. of cases and cholecystos- 
tomy in five per cent. Graham has brought out 
pretty clearly that it is the wall of the gall-blad- 
der that becomes infected first and not the mu- 
cosa. Where we have thickening of the wall in 
a patient in otherwise good condition I think al- 
most all surgeons would now do cholecystectomy. 
In some cases however cholecystostomy is a wise 
thing, particularly where we have only one stone 
in an apparently normal gall-bladder. 


Dr. Casot: Do not these statistics mean that 
there are very few emergency cases among 
them ? 

Dr. Porter: Yes, I think so. Acute and 
chronic cholecystitis including empyema were 
25 per cent., stone in the gall-bladder 65 per 
cent., stone in the common duct 6 per cent., can- 
cer 1.4 per cent. That is a fairly big experience 
for one man. He made a transverse incision in 
73 per cent. and a longitudinal incision in 17 
per cent. Another thing brought out is the very 
great preponderance of gall-bladder disease in 
females. He had 83 per cent. females and 17 
per cent. males. They all agree to that. 

Dr. Casor: Does he give any more explana- 
tion than anybody else why that is so? 

Dr. Porter: No, except that they are fat and 
sluggish. Another surgeon who sent out a ques- 
tionnaire to a leading group of American sur- 
geons and received thirty-eight answers finds 
that 44 per cent. were making more cholecystec- 
tomies today than they used to, 15 per cent. were 
making more cholecystostomies today than they 
used to, and 40 per cent. had not changed their 
habit at all. The percentage of secondary 
operations after cholecystectomy was about two 
per cent., after cholecystostomy about 15 per 
eent. Of course that is one argument for the 
cholecystectomy, because we get rid of the gall- 
bladder. 

Dr. Cano: Isn’t it in a general way like the 
appendix situation—a man would always take 
the appendix if he csuld, but if he has a very 
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virulent case and cannot easily find it, he stops 
the search. 

Dr. Porter: The appendix is of no use to 
anyone, but if we are going to have combined 
with a cholecystitis a pancreatitis and we take 
out the gall-bladder, then we cannot drain 
through it. 

Dr. Youne: 
incision ? 

Dr. Porter: I do. It splits open like that. 
The longitudinal sews together with great dif- 
ficulty, especially in fat women with distension, 
and the stitches are apt to cut. 

Dr. Casor: Is hernia any more likely? 

Dr. Porter: less, I think. And another ad- 
vantage is, especially in the presence of acute 
infection, that we can drain dependently in the 
little gutter instead of bringing a wick up along 
the liver in contact with the stomach and duo- 


Do you prefer the transverse 


denum. 

Dr. Casot: Cutting across the muscles 
doesn’t do much harm? 

Dr. Porter: It does very little harm. We 


can even incise the rectus muscle and suture it 
without difficulty. 


DIAGNOSIS 


Cholelithiasis. 

Cholecystitis. 

Recurrent jaundice. 
Subhepatic abscess. 

Localized abscesses of the liver. 


CASE 13093 
A NEGLECTED STRICTURE 
DEPARTMENT 


An American cotton mill operative fifty-one |b 


years old entered May 7 complaining of acute 
retention. 

For several months the urinary stream had 
been slower and smaller than usual, and forked. 
Micturition took about five minutes. There was 
some frequency during the day and two or three 
times at night instead of once or twice as usual. 
There was some dribbling at the start and strain- 
ing before the stream began. The symptoms 
gradually became worse. During the past two 
weeks micturition had taken three-quarters of 
an hour and then urine passed only in drops 
after much straining. There was no marked fre- 
quency or urgency. The day before admission 
after drinking several glasses of beer the pre- 
vious night he was unable to urinate at all. His 
physician could not pass a catheter. 

The patient’s first wife died of tuberculosis 
and had one stillbirth. Otherwise his family 
history was good. 

He had always been well. He had gonorrhea 
three times, thirty-one, twenty-six and ten years 
before admission. Fifteen years ago he had an 


attack of acute retention relieved by the pas- 
sage of bougies and sounds. Otherwise his past 
history was negative except that his bowels were 
costive. 

On examination he was well nourished. The 
teeth were decayed stumps. There was pyor- 
rhea. The tongue was dry, furry and fissured. 
The heart was not enlarged. The sounds were 
not strong. There was an occasional third sound 
which gave the impression of a gallop rhythm. 
There was a metallic first sound at the apex. 
The blood pressure was 88/65. The urinary 
bladder extended two-thirds of the way to the 
umbilicus, dull and tender. Bougies could not 
be passed in the posterior urethra. The pupils 
were unequal, irregular, and reacted sluggishly. 
The knee-jerks were normal. 

The urine and blood before operation are not 
recorded. A Wassermann was negative. The 
day of operation the chart was normal. 

Operation was done the day of admission. 
The patient was quite comfortable for the next 
two days except for a peculiar dry, spasmodic, 
unproductive cough first noticed during the 
operation. The temperature was 99° to 101.5°, 
the pulse 85 to 100. May 11 the cough was 
worse. The leucocyte count was 14,000. The 
respirations increased to 50 and the pulse to 
128. There were rales in the axillae and base, 
more in the right axilla, which seemed a little 
dull to percussion. A medical consultant found 
the blood pressure 120/60, the breathing sugges- 
tive of Cheyne-Stokes, and a history of spitting 
up fresh blood the night before. The non-pro- 
tein nitrogen was 32. 

X-ray showed coarse mottled dullness through- 
out both lung fields. The outline of the dia- 
phragm and all the borders of the heart shadow 
were obscure. Dullness was quite dense at both 


ases. 
May 12 the respirations were more rapid. 
The patient grew more cyanotic and died. 


DISCUSSION 
BY EDWARD L. YOUNG, JR., M.D. 


Contrary to general belief a forked stream is 
of no value in diagnosis. , 

The statement of inability to pass a catheter 
is of little value to us unless we know whether it 
stopped in the anterior urethra, where strictures 
generally are, or in the prostatic urethra, where 
strictures other than prostatic are very uncom- 
mon. 

This is the sort of story that we see occasion- 
ally, and the diagnosis on that story is almost 
certainly stricture of inflammatory origin and 
not prostatic obstruction. In the first place he 
is fifty-one years old, an age at which prostatic 
obstruction is uncommon, as it generally does 
not start until later; and the fact that he had ob- 
struction fifteen years before, at thirty-six, rules 
out prostatic obstruction in the sense of adeno- 


y, | 
365 


i 


366 CABOT CASE RECORDS 


4 


Boston M., & §S. Journal 
March 3, i)27 


matous enlargement. The fact that he had gon- 
orrhea three different times of course gives suf- 
ficient etiology for the inflammatory origin. 

Pyorrhea rather fits into the picture, as I see 
it, of a man who has neglected himself. 

_ His blood pressure is pretty low. 

—“*Bougies could not be passed in the posterior 
urethra.’’ That is interesting, having stated 
that strictures rarely occur there, and that he 
cannot have a prostate. I still think this is the 
picture of a stricture of inflammatory origin 
and not from an enlarged prostate. One inter- 
esting thing brought out here several years ago, 
in going over 100 cases of stricture, was this: 
people who have stricture rarely have adenoma 
of the prostate. Only a few cases with both have 
been recorded. If there has been enough inflam- 
matory process through the whole urethra and 
prostate, the scdr tissue reaction seems in some 
way to nullify any attempt at adenomatous 
formation. Whether that is the explanation or 


not I do not know, but the fact of the rarity of 


the two in association is true. So that on the 
chances, if we have one we cannot have the 
other. If he had stricture fifteen vears ago then 
this is stricture, and the exact location is hard 
to say although they put it in the posterior 
urethra. 

As I see it I should do a perineal section in 
the hope that I could get by. He is a sick man. 
He has had back pressure probably for years. 
His kidneys are probably badly damaged, and 
the thing to do is to give him drainage, — 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Stricture of the urethra. 
PRE-OPERATIVE DIAGNOSIS 
Stricture of the urethra. 


OPERATION 


Spinal novocain. With an 8” bougie inserted 
in the posterior urethra as far as possible a 
median linear incision was made over the me- 
dian raphe exposing the bulb, which was in- 
cised and the urethra isolated. ‘The urethra 
was incised and the stricture cut on its anterior 
face. A small filiform was passed into the blad- 
der, followed by followers up to number 14 and 
then by sounds to number 40. A number 20 
catheter was passed into the bladder and su- 
tured to the skin of the perineum. 


FuRTHER DISCUSSION 


They do not say that it was not in the anterior 
urethra, where it must have been from the de- 
scription. 

Miss ParnteR: Their post-operative diag- 
nosis was ‘‘Stricture of the posterior urethra.’’ 

Dr. Youna: It is something new to me. Or- 
dinarily a stricture does not occur there, and 


their description of the operation is of the an. 
terior urethra. | 

He has a high pulse pressure. 

Fresh blood in the sputum always sugevs's 
pneumonia. 

I think Dr. Richardson will tell us that there 
is immediate cause of death above the dia- 
phragm, that both kidneys are badly damaged. 
possibly with actual dilatation of the pelves and 
ureters, and what more he will say I do not 
know. 

Have you any comment on the lung conditi 
Dr. Cabot? 

Dr. Casot: I should think it was broncho- 
"Dr. Bice What is the story of 

R. RICHARDSON : lat is the of spit- 
ting up blood ? 

Dr. Youne: He began spitting up blood three 
days after the operation. It does not say how 
much, or whether it was with cough. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Stricture of urethra with acute retention. 
Pulmonary infarction. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Stricture of the urethra. 
Bronchopneumonia. 
Pyelonephritis. 

Cystitis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion. 
(Stricture of posterior urethra.) 
Secondary or terminal lesions. 


bo 


Extensive hemorrhage into the lungs. 
Purulent cystitis. 

Anemia. 

Slight pachymeningitis. 


3. Historical landmarks. 


Uretherotomy. 
Slight chronic pleuritis. 


Dr. Ricnarpson: The head. A little to the 
left of the middle line there was a small patch 
of frank chronic pachymeningitis. This showed 
no definite bleeding. Sometimes these patches 
of meningitis will bleed; in fact they may bleed 
so much as to be a cause of death. We have 
had a case here where there was a large mass o/ 
blood on the right side of the brain and it was 
recorded as being the cause of death. The ves- 
sels of Willis, sinuses, middle ears, pineal and 
pituitary glands were negative. The brain 
weighed 1284 grams and on section showed nce 
lesions. 

Trunk. Rigor mortis was marked. The skin 
and mucous membranes were very pale. In the 
perineum posteriorly there was a short opera- 
tion wound, and the scrotum in this region 
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showed an area of purple discoloration in the 
region of the lower half. 

The abdomen was not distended. There was 
a large amount of subcutaneous fat and large 
muscles. The peritoneal cavity contained no 
fiuid. The peritoneum and appendix, gastro- 
intestinal tract, mesenteric and retroperitoneal 
glands were negative. 

Pleural cavities, no fluid. There were no pleu- 
ral adhesions on the right, a few on the left, 
in the region of the upper lobe. 

The thyroid was negative. No evidence of 
thymic tissue was found. 

The trachea and bronchi contained consider- 
able fluid blood, in greatest amount in the re- 
moter branches of the bronchial tree. The bron- 
chial glands were negative. 

The right lung was voluminous and generally 
rather solid. The pleura was dark to blackish 
red and generally smooth. The tissue generally 
was more and less resistant and dark red to 
tarry. In the latter places it was as resistant as 
the tarry tissue of frank infarction. In other 
places it was less resistant, and there were a 
few small islands of tissue, spongy to leathery, 
which contained a small amount of blood and a 
little air. The tissue generally was markedly in- 
filtrated with blood, especially in the tarry and 
red places. The branches of the pulmonary ar- 
tery, especially the small and minute ones, and 
the pulmonary veins contained much blood, but 
no definite thrombotic materia! was found any- 
where. The left lung was similar in all respects. 
The apices of the lungs were frankly negative. 

The pericardium was negative. The heart 
weighed 358 grams, with a good myocardium 
and valves. The coronaries were free, capacious, 
and showed only a slight amount of fibrous scler- 
osis. The aorta showed only a slight amount of 
fibrous sclerosis. The great branches were neg- 
ative. The venae cavae and great radicles and 
the portal veins and radicles were negative. We 
are ruling out carefully the circulatory appa- 

-ratus. 

The liver, spleen, adrenals and kidneys were 
negative. The pelves and ureters were frankly 
negative. The spleen was a little soft. 

That brings us to the bladder. The mucosa of 
the bladder showed here and there patches of 
fibrinopurulent cystitis. It was otherwise neg- 
ative except that there were a few small shal- 
low diverticula. The prostate was negative. The 
urethra just anterior to the prostate showed 
some thickening of the wall with an irregular, 
slightly ragged internal surface. It was patent 
to a large probe. The seminal vesicles and testes 
were negative. 

Microscopie examination of the lung tissue 
confirmed what we saw macroscopically, and mi- 
eroscopie examination of the kidneys showed 


So far as the anatomical evidence goes the 
hemorrhage seems to be hemophilic in nature, 
and not that of infarction. 


Dr. Youne: It does not translate itself into 
anything that we have ever seen here. 

Dr. Casor: I have never heard of anything 
like it. 

Dr. Richardson: The clinical diagnosis that 
came down here was stricture of the urethra and 
pulmonary infarction. 

Dr. Casot: You say it is not infarction. It 
looks as if he had swallowed a lot of blood the 
wrong way and it had gone running down the 
tubes and plugged everything there. If you 
were to inject blood into the trachea and force it 
tag it would give just this picture, wouldn’t 

Dr. Ricnarpson: Yes, only by the time it 
came down here the greatest amount was in the 
remoter branches of the bronchial tree and in 
the lower two-thirds of the lungs. 

Dr. Casor: It does not seem to me that one 
could possibly use the hypothesis of hemophilia. 
That shows itself at birth, does not come on in 
this way and does not show itself in one part of 
the body. 

Dr. Youna: There were no varices? 

Dr. RicHarpson: No. 

Dr. Youne: I think it is always interesting 
the amount of punishment the kidneys will 
stand. | 

A Puysician: Could a tendency to purpura 
explain it instead of hemophilia? 

Dr. Cazot: I don’t know of any kind of pur- 
pura that will fit. It is never local in the lungs. 

Dr. Youna: He did not have any general 
anesthetic that might have caused lung conges- 
tion. 

Dr. Carnot: Don’t we get terrific engorge- 
ment just before pneumonia? 

Dr. Ricnarpson: There is no evidence of 
pneumonia. 

Dr. Youne: It had been going, according to 
the history, three days before he died. 

Dr. Casot: There ought to be something that 
we could see before this time. 

Dr. RicHarpson: Of course if we took the 
entire lungs and made serial sections straight 
through we might find something in the way of 
bronchopneumia. He died of hemorrhage. 

Dr. Casor: I think this is a most mysterious 
case. The spleen was a little soft? 

Dr. Ricwarpson: Just a little. 

Dr. Youne: They took no culture? 

Dr. Ricnarpson: No; for some reason they 
did not take any. ' 


MAKES ASSIGNMENTS TO MASSACHUSETTS 
JANUARY 19, 1927 

Assistant Surgeon General W. F. Draper—Directed 
to proceed on January 18, from Washington, D. C., 
to Boston, Mass., and such places on Cape Cod as may 
be necessary, and return, for conferences with State 
and local health authorities regarding the prevention 
of the interstate spread of disease. 

Surgeon L. L. Lumsden—Directed to proceed from 
Washington, D. C., to Boston, Mass., and such places 
on Cape Cod as may be necessary, and return, in con- 
nection with studies of rural sanitation. 
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THE ABUSE OF THE OUT-PATIENT 
DEPARTMENT 


THE leading editorial of the Journal of the 
American Medical Association for February 12 
emphasizes the extent to which charity is being 
extended to the rich as well as the poor in the 
guise of preventive medicine. This is but one 
phase of a problem of very great importance 
and one which is as acute in Boston as in any 
other city in the country. 

When one considers that the out-patient visits 
in two of our large hospitals run into the hun- 
dreds of thousands and that the number is in- 
creasing from year to year at a rapid rate, it 
makes one wonder whether the charity provided 
by the tax-payers and the benevolent for the 
needy of the community is not being grossly 
abused. Unfortunately, some of our institu- 
tions seem to be vying with one another in the 
number of patients that they treat. : 

Service of this type is dangerous not only to 
the medical profession but to the patients be- 
cause, besides providing free or virtually free 
treatment for those who can afford to pay, in 
the great majority of cases the treatment is 
worth just what it costs the patient. There are 


few men in the out-patient departments of our 
hospitals who spend many minutes on the case 
or even pretend to take a careful history or do 
a complete physical examination. As a result 
haphazard symptomatic treatment has become 
the rule. 

The public has been taught to believe that 
our hospitals can render the best in medical 
eare. So they can, but in the out-patient de- 
partments of some of them a desire to treat 
great numbers of patients is resulting in snap 
diagnoses and slapdash treatment. Unfortu- 
nately in some cases the least experienced men 
are assigned to out-patient work. The private 
practitioner is being deprived of work which he 
could do to the advantage of the patient and 
with considerable relief to the producing mem- 
bers of the community. In any charity it is 
hard to draw the line between the deserving and 
the importunate, but the present tendency, in 
Boston at least, seems to be toward paternalis- 
tic medicine. That lays an unwarranted burden 
on the tax-payer and does but little to help the 
really needy. 


THE MENACE OF THE EARIY 
DEFECTIVE 


CERTAIN very important problems with respect 
to the abnormal mental states of childhood 
have been considered by psychiatrists from time 
to time and appeals have been made to interest 
general practitioners in the study of these de- 
viations as exhibited in children coming under 
their observation. The subject is very complex 
for it includes parental and other environmen- 
tal factors even extending into the field of eu- 
genics, but as the human race is constituted most 
people will marry under the controlling in- 
fluence of the emotions rather than as a result 
of well-balanced reasoning and we are left to de- 
pend on corrective influences more often than 
on fundamental preventive measures both as to 
heredity and environment. 

In an address by Dr. Walter Fernald deliv- 
ered before the Massachusetts Medical Society 
more than a dozen years ago reference was made 
to advice given to a young woman who had con- 
sulted him and which might have, if consum- 
mated, brought into the world children which 
would have been a burden on society. ! 

When physicians find an opportunity to give 
advice which may lead to a sane solution of the 
problems relating to marriage, the bearing which 
the psychology of the patient may have on the 
offspring has a place comparable with the more 
physical derangements which are not infrequent- 
ly brought to the attention of the physician. 

The great importance of preventive and early 
corrective measures as biologic and civie prob- 
lems have been well brought out by Dr. D. A. 
Thom in a survey of the local administration of 
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the Maternity and Infancy Act in which refer- 
ence is made to the two hundred and sixty-seven 
thousand mental patients in public and private 
hospitals in this country, which exceeds the 
number of all other medical and surgical cases 
combined. 

Massachusetts, for example, is burdened by 
the tremendous cost to the taxpayer through the 
demands imposed by the care of the mental de- 
fectives requiring the expenditure of twenty 
cents out of every dollar raised by taxation for 
institutional treatment of these cases. But the 
cost does not stop there for the defective is in 
many cases not only a potential but an actual 
criminal who has waged war on society thereby 
entailing court procedure and prison sentences 
and these expenses constitute another large per- 
centage of every dollar assessed. 

The whole subject is one of largest phases of 
preventive medicine for that form of prevention 
which concerns purely bodily health should be 
regarded as only one of the schemes for the 
betterment of the human race. 

Dr. Thom points out clearly the need for 
study of the parent in dealing with the wayward 
child and with reference to the child says, ‘‘The 
responsibility of child training must be assumed 
for the most part by parents, teachers, nurses, 
and general medical practitioners. The services 
of the psychiatrist will be available only for the 
few. When evidences of emotional disturbances 
are watched for, they will be caught in time, 
during the pre-school age. 

We believe in the present important propa- 
ganda for health examinations but the other 
great demand is for better understanding of 
the mental deviations in order to prevent disas- 
ter to the individual and relieve society of one 
of its greatest burdens. 


‘A QUESTION OF ETHICS 


A SENSE of uncertainty exists in many minds 
as to the scope of the functions of a medical so- 
ciety in dealing with serious questions relating 
. intellectual or moral dishonesty of its mem- 

rs. 

When observers who are generally regarded 
as honest and capable are convinced that 
fraudulent practices are carried on for the pur- 
pose of bolstering claims for occult power and 
have so proclaimed, may it not be the duty of 
any society which requires ethical conduct of 
its members to investigate fraud as it may ap- 
pear in the conduct of a member? | 

When such alleged fraud may have a detri- 
mental effect on the mental stability of suscep- 
‘ible persons is it not within the province of a 
medical society to take cognizance of the be- 
_ havior of one of its members who has been pub- 

licly charged with this kind of deception ? 

Will the Committee on Ethics and Discipline 
enlighten us? | 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Laney, Frank H., M.D. Harvard Medical 
School 1904; F.A.C.S.; Surgeon to the New 
England Deaconess Hospital; Surgeon to the 
New England Baptist Hospital. His subject is 
“‘Suecessful Operation in Eight Cases of Pul- 
sion Diverticula of the Esophagus.’’ Address: 
605 Commonwealth Avenue, Boston. Page 341. 


Woopwarp, Samvuet B., M.D. Harvard Medi- 
eal School 1878. His subject is ‘‘ Arguments 
for Compulsory Vaccination of All School Chil- 
dren.’’ Address: 58 Pearl Street, Worcester. 
Page 351. 


BiceLtow, Grorce H., A.B.; M.D. Harvard 
Medical School 1916; Doctor of Public Health 
1921; Commissioner of Public Health of Massa- 
chusetts. His subject is: ‘‘The Profession of 
Nursing.’’ Address: Department of Health, 
State House, Boston. Page 355. 


Cougs, Wiiuiam P., M.D. Harvard Medical 
School 1894; F.A.C,S.; Surgeon to Out-Patient, 
Massachusetts General Hospital; Assistant Sur- 
geon, Boston Dispensary; Instructor in Sur- 
gery, Tufts College Medical School. His sub- 
ject is: ‘‘A Case of Gumma of the Breast.’’ Ad- 
dress: 9 Newbury Street, Boston. Page 357. 


MISCELLANY 


A CIRCULAR LETTER TENDING TO 
REFLECT ON CERTAIN REPRESENTA- 
TIVES OF THE MASSACHUSETTS 
MEDICAL SOCIETY 


A circuxaR letter has been distributed in Bos- 
ton relative to the introduction of a bill by 
Francis X. Coyne under the petition of James 
L. Smith which appeared to indicate a desire to 
have the charters of two of our small medical 
colleges revoked. This bill came before the Leg- 
islative Committee as a matter of regular pro- 
cedure. 

This circular which has been distributed 
states that Dr. Walter P. Bowers, Dr. Charles 
F, Painter, and Dr. James S. Stone were seated 
in the front row at the time of this hearing, and 
as the hearing assumed form these worthy gen- 
tlemen faded from the room. As a matter of 
fact neither of these three doctors were present 
at the hearing nor had they anything whatever 
to do with the introduction of the bill. 

In a certain part of the circular it is stated: 
‘‘In the days of Doctors John Warren, Jacob 
Bigelow, and Oliver Wendell Holmes, tactics 
such as these: would have been considered un- 
worthy of an ancient and honorable medical 
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Will our legislators give serious consideration 
to the arguments advanced by this same group 
in favor of Senate 1?’’ 

As a matter of history a similar bill was in- 
troduced to a previous legislature without any- 
body appearing in its favor, and the suspicion 
that it was again introduced as a blind is rea- 
sonable in view of the developments which have 
appeared. 

Whenever a bill has been introduced which 
needs the approval of the three doctors named 
above, they have been on hand to place the 
facts before the [.egislative Committee. 

This circular is unsigned and has the usual 
significance of such literature. 


AN ADDRESS ON THE VOLUNTARY 
HOSPITAL AND ITS FUTURE 


THE following is an extract from an address 
delivered in the Albert Hall, Nottingham, on 
January 30, 1927, by R. G. Hogarth, C.B.E., 
F.R.C.S. Eng.; President of the British Medi- 
eal Association; Senior Surgeon, General Hos- 
pital, Nottingham : 


THE IDEAL HOSPITAL 


Perhaps you may think it strange if I go back 
400 years for a definition of the ideal hospital. 
Yet where is there a better than Sir Thomas 
More’s, who in his ‘‘ Utopia’’ conceived the hos- 
pital of his ideal city state to be so well ap- 
pointed that ‘‘though no man is sent thither 
against his will, there is no sick person in all 
the city that had not rather lie in the hospital 
than at home in his own house.”’ 

Consider what the hospitals were like when 
those words were written. They were the refuge 
of the destitute and the plague-stricken. At 
best they provided little more than a roof over 
the sick man’s head and a mattress on which he 
might lie. Nursing there was none, and the 
medical art of the time was as often a hindrance 
as a help to recovery. Horrible contagions 
throve in the dark and reeking corners of the 
wards. The idea, therefore, of a hospital, wor- 
thy of its name as a Guest House where God’s 
sick and poor are healed, and so garnished and 
equipped that even the rich would rather: lie 
there than at home, may well have seemed pre- 
posterous to More’s contemporaries. Even to- 
day it requires something of an effort to break 
away from current conceptions, still far too 
circumscribed, of the function and scope of a 
general hospital. 


A HOPE FOR BETTER BODY BUILDING 


PRoFEssor HENRY STEENBOCK of the Univer- 
sity of Wisconsin is reported to have discovered 
that through the application of the Ultra-violet 
ray ‘‘compounds of plants and animal tissues 
may be made to develop calcium which will pro- 


mote the building of bone and other tissues «f 
the body.’’ 

Although Professor Steenbock has reported 
his findings only in scientific publications the 
Chicago Daily News reporter happened to stum- 
ble upon the story while in Professor Steen- 
bock’s office. 

Dr. Steenbock has devoted his lifetime to re- 
search and in order to safeguard his discovery 
so that it would not be exploited for financial 
gain he has made over his patented rights, which 
have been applied for, to the University of Wis- 
consin. 

Rickets and anaemia are the diseases men- 
tioned as especially benefitted by his experi- 
ments. Dr. Steenbock, according to the report, 
could have made himself wealthy through the 
sale of rights but he is unwilling that his great- 
est work should be perverted by commercial or- 
ganizations. 

There will be delay in securing the patents 
because of the volume of the application and 
the utilization of this discovery will be post- 
poned until the control has been secured. 

Here is an example of the ethical standards 
of the physician. 


HEALTH AGENCIES FEW IN VILLAGES 
AND DOCTORS ARE LEAVING 


THE whole field of public health in village 
communities was found by a survey just com- 
pleted by the Institute of Social and Religious 
Research to be disorganized and lacking in fa- 
cilities. The feeble efforts of village govern- 
ment, the attempts of volunteer agencies such 
as the Red Cross, the Parent-Teacher Associa- 
tion, the Anti-Tuberculosis Association and the 
school itself sometimes created a number of 
activities that were, however, unrelated and 
short lived. 

Few doctors now live in the open country. 
Village physicians serve the entire countryside; 
and in a majority of cases, the area covered by 
physicians is from two to four times larger than 
the area covered by any economic, social or other 
professional service the village offers. 

Nevertheless, the village physician is turning 
his back on this opportunity. In 14 of the 140 
representative villages in the United States that 
were intensively studied in the survey, some 
physician had just left, or had announced his 
intention of leaving. The long hours, the ar- 
duous trips, the low economic returns, the in- 
creasing tendency of rural folk to employ urban 
specialists, the absence of laboratory facilities 
and the desire for urban education and advan- 
tages were given as the causes of this movemert. 
In a few villages this exodus has left the chiro- 
practor in entire possession of the field. 

In the Institute report, entitled ‘‘ American 
Agricultural Villages,’? Edmund de Schweinitz 
Brunner, who directed the survey, states that 
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there were few hospitals in the 140 villages, and 
that these few, except an occasional one in a 
county seat, were small, poorly equipped, and 
generally losing ventures. 

In half the villages studied there was neither a 
health board nor a health officer; and in a ma- 
jority of cases where there was a health officer. 
he was an inexperienced layman who had little 
spare time to devote to the job. 

The contribution of the state to the health of 
the rural community was found to have great 
potential value. There were clinics of various 
sorts, and helpful lectures and demonstrations; 
but very few of the communities availed them- 
selves of this service. Although clinics had been 
conducted within two years of the time of the 
survey in two-fifths of the villages, the Far West 
leading, virtually none had any adequate follow- 
up program. | 

The outstanding exceptions were in those 
counties that had a county health unit, where a 
county health officer with an adequate staff was 
coordinating the health werk of all the com- 
munities in the county and giving to all the 
benefit of a continued, scientific program.— 
Bulletin of The Institute of Social and Relig- 
pi Research, 370 Seventh Avenue, New York 

ity. 


MENTAL NURSING IN MASSACHUSETTS 


THE Massachusetts Department of Mental Dis- 
eases is offering a three-months’ course in men- 
tal nursisng, at the Boston Psychopathic and the 
Worcester State Hospitals, to the general hos- 
pitals for student affiliations. This course in- 
cludes formal instruction on various topics and 
a series of twenty lectures in clinical psychiatry. 

The object is not to seek affiliations for the 
purpose of securing nursing service for the state 
hospitals, but to give a course as a basis upon 
which to develop an understanding of the abnor- 
mal mental conditions with which general nurses 
come in contact, thereby advancing the program 
of mental hygiene throughout the state—Mental 
Hygiene Bulletin. 


““ "TIS TRUE ’TIS PITY; AND PITY ’TIS 
TIS TRUE”’ 


C. C. Jonnson, Esq., Counselor for the State 
Medical Association of Nebraska says in refer- 
ence to malpractice suits in Nebraska that, 
‘‘ Each one will cost in money and time approxi- 
mately $2,000 to defend.’’ ‘‘Every one can be 
traced to a volunteered or a paid medical opin- 
ion secretly or openly given.’’ 

‘‘The outcome of these cases will depend upon 
whether some doctor gives a medical opinion in 
court in the form of a deposition or as a wit- 

‘‘No malpractice suit will be brought without 
a4 medical opinion.”’ 

It is unnecessary to amplify. . 


These statements by Mr. Johnson unfortu- 
nately apply to inspired malpractice suits else- 
where in the United States. 

_ The Maine Medical Association has r i 
the underlying influences which lead up to mal- 
practice suits and has succeeded in reducing the 
number in that state. 

The physician who by word or behavior pro- 
motes a suit which is unwarranted ought to 
have his name taken from the roster. .  - 


THE THIRD ANNUAL PLAY WRITING 
CONTEST 


WIDESPREAD interest throughout Massachu- 
setts in the third Annual National Health Play- 
writing Contest for high schools under the aus- 
pices of the National Tuberculosis Association 
is indicated by the receipt of sixty tentative en- 
rollments in the Contest this year. 

Miss Anna W. Johnson, Educational Director 
of the Massachusetts Tuberculosis League, said, 
‘‘Our success last year in winning one of the 
three National prizes and securing an addition- 
al Honorable Mention in the National Contest 
has undoubtedly been responsible for the in- 
creased interest in the project this year. Al- 
ready several high schools have definitely en- 
rolled and many more are soon to be added 
bringing the Massachusetts total enrollment 
above that of 1926. The high schools so far 
which have indicated their intention of pre- 
paring and producing a play for the Contest are 
B. M. C. Durfee of Fall River, Fitchburg, Lynn 
English, Melrose, Millis, Nazareth Parochial 
High School of South Boston, Orange, Pitts- 
field, Punchard of Andover, Salem, South- 
bridge, Uxbridge, Waltham and Westboro.’’ 

Under the regulations of the National Tuber- 
culosis Association the high school dramatic or- 
ganizations are required to write and produce 
the play and submit the manuscript, together 
with a statement that the play has been pub- 
liely produced, on or before April 1, 1927. The 
play may be written by an individual student 
or by a group of students. Cash prizes for the 
successful play are offered by the National Tu- 
bereulosis Association. 

The successful Massachusetts competitors in 
the National Contest of 1926 were the Newbury- 
port High School and the B. M. C. Durfee High 
School of Fall River. 

Further information regarding the Contest 
may be secured from the Massachusetts Tuber- 
culosis League, Little Building, Boston. 


BOSTON TUBERCULOSIS ASSOCIATION 


Mrs. A. K. McGuinness, Modern Health Cru- 
sade Worker of the Boston Tuberculosis Asso- 
ciation, in her report for the first two months of 
this year shows that she has made 69 visits to the 
public, parochial and private schools of Boston. 
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This is a substantial increase over the number 
of calls made for the same period last year. 
Twenty-three talks have been given in the class 
rooms to stimulate interest in health prevention. 
Talks arranged for the coming month include 
‘Tuberculosis’? by Dr. David Zack of the State 
Department of Health at the Jamaica Plain High 
School and ‘‘Health Habits’? at the Prince 
School. These will also be given in conjunction 
with the Modern Health Crusade. 

Seore cards have been distributed to all of 
the schools interested and are now in general 
use. They are proving an effective method of 
keeping the children interested and in checking 
up their health habits. The Sisters of the Naza- 
reth School are planning a meeting at Prender- 
gast Preventorium to discuss the Playwriting 
Contest which is now being held by the Massa- 
chusetts Tubereulosis League. 

The present work of disease prevention in the 
high schools of the city is proving very benefi- 
cial and is filling a long felt need. The high 
school student forms the larger percentage of un- 
derweights and needs expert care and instruc- 
tion at this critical period of life. The Boston 
Tuberculosis Association, through the Modern 
Health Crusade, is working with the State De- 
partment of Health, not only in the primary and 
grammar grades but in the high schools of Bos- 


ton. 


RECENT DEATHS 


ELLISON—Dr. WASHINGTON ELLison died 
of pneumonia at his home in Spencer, February 14, 
1927, aged 62. 

He was born in Brooklyn, N. Y., December 9, 1864, 
was educated in the schools of that city and took his 
M.D. degree at the College of Physicians and Sur- 
geons, Boston, in 1893. He settled in Farmington, 
N. H., in the following year, moving to Spencer in 
1913, where he had been a prominent physician. 

Besides his wife, Adah (Whittall), he leaves four 
sons, Dr. George W. Ellison, a Lowell dentist; Dr. 
Daniel J. Ellison of Lowell, a Fellow of the Massa- 
chusetts Medical Society; Dr. William H. Ellison of 
Farmington, N. H., and Major Arthur A. Ellison of 
the United States Army, now stationed in Virginia. 
He also leaves a daughter, Miss Margaret Ellison, 
a teacher in Somerville. 

He was a member of Stanford Chapter of Masons, 
Good Fellow Lodge of Odd Fellows, Fidelity Lodge, 
K. of P., the Men’s League of the Congregational 
Church, the Brookfield Medical Association, the 
Worcester Medical Association, and the Massachusetts 
Medical Society. 


LEARY—Dkr. Curysostom JOHN died at his 
home in New Bedford after a five-day illness with 
pneumonia, February 8, 1927, aged 58. 

Dr. Leary, a brother of Dr. Timothy Leary, medical 
examiner for the Southern District of Suffolk, was 
born in Waltham, was a graduate of Harvard Medical 
School in the class of 1901 and settled in practice in 
New Bedford. At the time of his death he was super- 
vising censor and a councilor of the Bristol South 
District Medical Society and a member of the asso- 
ciate staff of St. Luke’s Hospital. He had an exten- 
sive private practice and was highly thought of. 

He was a member of the Harvard Club, the Wam- 
sutta Club and the Plymouth Club. Always a devo- 


tee of music, he possessed a voice of unusual charm, 
and was for some time a member of the choir of St. 
Lawrence’s Church. He was also an accomplished 
pianist. 

August 16, 1916, Dr. Leary married Miss Mary 
Stephanie Hayes, daughter of Dr. Stephen W. Hayes 
of New Bedford. Mrs. Leary is now president of the 
Catholic Woman’s Club of New Bedford. Four chil- 
dren, whose ages range from 4 to 9, also survive. 


CORRESPONDENCE 


THE LITERATURE OF HEALTH 


270 Commonwealth Avenue, Boston, Mass., 
February 16, 1927. 


Editor, Boston Medical and Surgical Journal: 


I had occasion recently to consult the latest report 
of a most conspicuous bureau in the health depart- 
ment of one of our largest cities. The Boston Public 
Library disclaimed any responsibility for such mate- 
rial as its arrangements with the Medical Library 
turned over all such matters to the latter organiza- 
tion. An inquiry at the Medical Library seemed to 
lead to the impression that matters of child hygiene 
ought not to be looked for there. A trip to the State 
House revealed an uncertainty as to the division of 
labor between the files of the State Department of 
Health and the State Library in these. matters, but 
neither library had the report. Even the Social Ser- 
vice Library could not help us out this time. 

Is there any official committee representing medical 
and other interests which takes responsibility for 
seeing to it that the literature of health as well as 
that of disease is available somewhere in Boston? 


Very sincerely yours, 
WILLIAM R. P. EMERSON. 


CRITICISMS WITH RESPECT TO THE WORK- 
MEN’S COMPENSATION ACT AND HOUSE BILL 
999 


Northampton, Mass., February 21, 1927. 


Editor, Boston Medical and Surgical Journal: 


I have received so many requests for information 
as to what benefits doctors and hospitals accrued 
from the deliberation of the Special Commission to 
investigate the Workman’s Compensation Act, that 
it seems proper to reply to them through the Journat, 
that others in the profession may enjoy the humor 
of the situation. 

I would advise all to get House Bill 999, read it 
carefully, then procure a transcript of the hearings 
February 9 and 10, before the Committee on Labor 
and Industries, and Judiciary, and you will get the 
best laugh from it that has found expression since 
Al Jolson left Boston, especially the research and 
travel of Mr. George Herbert McCaffery, secretary 
of the Commission, in his efforts to enlighten the 
Commission on the working of the Ohio State Fund. 

The Commission agreed that hospitals have been 
and are now underpaid. It suggests the Medical Ad- 
visory Committee that has been hibernating the past 
seven years, be thawed out, and again turned into 
the field, but no provision, however, is made in the 
Act for any change in the treatment of hospitals. 
(See page 12.) 

Yes, doctors appeared before them with complaints, 
but the judgment of the Commission was that they 
should neither appeal to the Commission or to the 
Industrial Board, but to the moon (see page 12), and 
nothing was incorporated in the Act to help the doc- 
tor in the slightest degree. 

A State Fund is all right, but we better not have it. 
for in 430,000 hearings in Ohio there were 98 appeals, 
and although the Ohio workmen get more compen- 
sation, it does not arrive as quickly as in Massachu- 
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setts, the difference being a few days. 
mendation, Section 52.) 

It must have been embarrassing for the Commis- 
sion appearing before the Committee on Judiciary 
te acknowledge that when they wrote that part of 
the report relating to cases before the Ohio Supreme 
Court, they did not know what they were talking 
about. Many will wonder why the report was given 
to two committees to act upon. Excellent reasons 
undoubtedly prevailed, but it is often wise not to let 
the right hand know what the left hand is doing. 

The Commission infers that the Industrial Acci- 
dent Board is doing excellent work; its relation with 
insurance companies and workmen most satisfactory. 
Yet on page 8 of the report we find the number of 
hearings (disputes) in 1922 was 3472 and in 1925 
the number of hearings was 5210, and following the 
Commission’s logic, when the millennium arrives and 
all is amicable, the Industrial Accident Board will 
have nothing but hearings in continuous session. 

The Industrial Accident Board informs the Com- 
mission‘ that the special fund under Section 65 “is 
nearly if not quite insolvent.” (See page 30.) 

This leads me to remark that we have no savings 
account in Massachusetts because the surplus becomes 
the property of the insurance companies, and so I 
will report something that neither Mr. McCaffery nor 
the Commission appear to have considered of any 
importance, viz., the financial report of the Ohio Sav- 
ings Fund at end of the fiscal year, June 30, 1926. 
“It was $49,959,992.01. This is $2,304,629.77 increase 
over the previous year, although the largest number 
of claims against the fund in its history were filed. 

“There were 1,036 death claims and 206,067 acci- 
dent claims last year, compared with 884 death 
claims and 178,761 accident claims the previous year. 

“The fund showed disbursements of $13,153,352.88 
and receipts of $15,457,982.65. Its income on invest- 
ments amounted to $2,764,080.97 for the year. 

“Of those who won death awards, 196 had depend- 
ents in foreign countries.” 

The only parties who seem thoroughly satisfied in 
Massachusetts are the insurance companies. They 
are in the saddle for another period of years. 


Very truly, 
Justus G. Hanson, M.D. 


(See recom- 


CONCERNING OUR EDITORIAL POLICY 


Editor, Boston Medical and Surgical Journal: 


We note on page 246 of the February 10th issue 
of the Boston MEDICAL AND SURGICAL JOURNAL an ar- 
a the “Further Debauchment of the Boston Her- 
ald.” 

The writer noticed this article you mention and 
being in the business where many aids for the Hear- 
ing are handled, we were rather interested to note 
the positive assertion of a cure which Dr. Coffee ad- 
vertised. 

We are very much pleased with the article and 
hope that you intend to go far enough to overcome 
such advertising in the future, if possible. 


Yours very truly, 
CopMAN & SHURTLEFF—INC. 


CASES REPORTED TO THE MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH FOR THE 
WEEK ENDING FEBRUARY 12, 1927 


Anterior poliomyelitis 1 German measles 6 
Chickenpox 361 Gonorrhea 53 
Diphtheria 116 Influenza 17 
Dog-bite requiring Measles 265 

anti-rabic treat- Mumps 282 


; ment Ophthalmia neonato- 
Encephalitis lethar- rum 
i Pneumonia, lobar 


1 
gica 127 


Scarlet fever 499 

Septic sore throat 8 

Suppurative conjunc- 
tivitis 


Syphilis 33 
Trachoma 2 


Tuberculosis, pulmo- 
nary 10 
Tuberculosis, other 


orms 
Tuberculosis, hilum 10 
Typhoid fever 


For THE WEEK ENDING Fesruary 19, 1927 


Chickenpox 256 
Diphtheria 91 
Dog-bite requiring 
anti-rabic treat- 
ment 
Epidemic cerebrospi- 
nal meningitis 1 
German measles 13 
Gonorrhea 81 
Influenza 14 
Measles 154 
Mumps 385 


Ophthalmia neonato- 


Whooping cough 133 
Pneumonia, lobar 114 
Scarlet fever 516 


Septic sore throat 6 

Suppurative conjunc- 
tivitis 

Syphilis 37 

Trachoma 1 

Tuberculosis, pulmo- 


nary 
Tuberculosis, other 


orms 
Tuberculosis, hilum 9 
Typhoid fever 


rum 30 Whooping cough 146 


CONNECTICUT DEPARTMENT OF HEALTH 


MorsBiDiIry REPORT FOR THE WEEK ENDING 
11, 1927 


Diphtheria 31 Conjunctivitis, infec- 
Last week 35 tious 
Diphtheria bacilli Encephalitis, epidemic 4 
carriers 3 German measles 5 
Scarlet fever 101 Influenza 5 
Last week 116 Mumps 30 
Measles 121 Pneumonia, lobar 34 
Last week 60 Septic sore throat 3 
Whooping cough 54 Tuberculosis, pulmo- 
Last week 40 nary 22 
Bronchopneumonia 39 Tuberculosis, other 
Cerebrospinal menin- forms 
gitis 2 Gonorrhea 45 
Chickenpox 103 Syphilis 32 
NEWS ITEMS 


A GENEROUS GIFT TO THE PALMER MEMO- 
RIAL HOSPITAL—The daily papers report the gift 
of five hundred thousand dollars to the Palmer Me- 
morial Hospital, which has recently been merged with 
the Deaconess Hospital. The name of the donor has 
been withheld. The treasurer of the hospital is re- 
ported to have affirmed that he had not been informed 
of the gift, but it is hoped that the report is correct. 

The Palmer Memorial Hospital will care for cases 
of cancer. A full report of the mergjng of the Palmer 
Memorial with the Deaconess was given in our issue 
of February 11, 1926. 


DEATHS FROM INFLUENZA SHOW SHARP 
INCREASE—Deaths from influenza in the cities of 
the United States increased from 106 in the week 
ending January 8 to 158 in the week ending Febru- 
ary 12, according to a special table appended to the 
weekly health index issued for the Bureau of the 
Census by the Department of Commerce on Febru- 
ary 17. 

On the other hand, the deaths from pneumonia, 
which were 1,226 in the first week of the year, totalled 
922 in the week ending February 12, the tabulation 
shows. The influenza deaths in the 67 largest cities 
were as follows: Week ending January 8, 106; Janu- 
ary 15, 106; January 22, 107; January 29, 118; Feb- 
ruary 5, 113; February 12, 158. Deaths from pneu- 
monia in the same cities were as follows: Week end- 
ing January 8, 1,226: January 15, 1,150; January 22, 
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1,122; January 29, 1,008; February 5, 1,075; Febru- 
ary 12, 922.—United States Daily. 


LESS INFLUENZA IN THE UNITED STATES 
THAN A YEAR AGO—Only about half as many cases 
of influenza were reported for the last week of Janu- 
ary, 1927, as compared with the same period of 1926. 
The reports show that the greatest number of cases 
were reported from South Carolina. In Massachu- 
setts, there were 27 cases reported in the last week. 

Influenza Abroad—The full text of the cablegram 
received from the League of Nations follows: 

England influenza abating southern districts, 
spreading midland, north comparative free; 725 
deaths large towns fourth week January; Scotland, 
Ireland free. Spreading mild Sweden, Finland, 
Czechoslovakia, Macedonia. Decrease France, Bel- 
gium, Netherlands, Spain, Switzerland, Poland, Ber- 
lin. No unusual prevalence Italy, Russia, North Af- 
rica, India, Australia. Outbreaks Japanese Korean 
towns.—United States Daily. 


A REWARD FOR THE CURE OF CANCER—Sena- 
tor Neeley of West Virginia introduced a bill on Feb- 
ruary 4 (Senate No. 5589) providing a Federal re- 
ward of $5,000,000 for the discovery of a cure for 
cancer. The bill provides that a commission consist- 
ing of three eminent scientists to be appointed by the 
President shall deal with any claims for this reward. 


LEGAL RIGHTS OF CHILDREN ENDANGERED 
BY LAX RECORDING OF BIRTHS—Only 35 States 
now have laws requiring the registration of the birth 
of every baby. Registration is necessary to prove 
age, citizenship, right to go to school, inheritance, 
marriage, to hold office, and to secure passports for 
foreign travel. The legal status of a child may be 
questioned where no report of the birth is recorded. 


INCREASE OF DIPHTHERIA OVER 1926 FIG- 
URE—For the week ending January 8, 1927, 39 States 
reported 2,262 cases of diphtheria. In the same peri- 
od a year ago 1,966 cases were reported. 


DR. HENRY D. CHADWICK ELECTED TO EX- 
ECUTIVE COMMITTEE—The board of directors of 
the Massachusetts Tuberculosis League at their meet- 
ing on February 7 elected Dr. Henry D. Chadwick, 
acting director of the Division of Tuberculosis of the 
State Department of Public Health, a member of the 
executive committee to succeed Dr. Parker M. Cort, 
who has moved to Hartford, Conn. 


SMALLPOX—Smallpox shows a small increase 
over the reports of a year ago: 786 cases of this dis- 
ease were reported a week ago, whereas the corre- 
sponding period a year ago, 609 cases were reported. 
The greater instances of smallpox seem to be in the 
rural rather than in the urban districts. 

Surgeon General Hugh S. Cumming has called at- 
tention to the importance of having members of trav- 
eling shows vaccinated because they come in contact 
with thousands of people and are exposed to commu- 
nicable diseases far more than the average individ- 
ual. There have been several instances of spread of 
smallpox by traveling organizations. A considerable 
number of such organizations recognize this danger 
and insist on having all their members vaccinated. 


DECEIVING CHILDREN—Dr. Carro Croff, social 
hygiene specialist of the State Department of Health 
of New York, claims that deceiving a child or evad- 
ing his questions, sooner or later results in the child’s 
losing confidence in his parents. He condemns the 
story of the stork and other forms of fiction. The 
only excuse for these deceptions, according to Dr. 
Croff, is that the average mother does not know how 
to tell the story of life in terms adapted to the child’s 
age. 


APPOINTING OF DR. KLEINSCHMIDT—Dr. 3 
E. Kleinschmidt has accepted the position of supcr. 
visor of medical service of the National Tuberculocis 
Association. He has been chief of the Division of 
Child Hygiene of the Department of Health, Coiur- 
bus, Ohio. Formerly he was on the staff of the Amer- 
ican Social Hygiene Association and was also execi- 
Prt secretary of the Toledo Public Health Associa- 

on. 


TUBERCULOSIS FAILS TO SHOW IMPROVE- 
MENT IN 1926 IN NEW YORK—Although the num- 
ber of deaths recorded in New York City since 1917 
up to 1926 showed a definite decrease, tuberculosis 
failed to show improvement in 1926. The records 
of 1926 are to the effect that no improvement has 
taken place, the rate being 6 per cent. above the fig- 
ures of 1925; but in certain sections of New York 
there was an increase, in Manhattan for example, 
amounting to 137 per 100,000, or about half again 
the rate of the city as a whole. 

Chicago has shown a slight increase, and the same 
is true of Detroit and Boston. 


FUNDS FOR THE CHILDREN’S BUREAU—AI- 
though President Coolidge is supposed to be antago- 
nistic to the application of the Sheppard-Towner Act, 
he has asked for a supplementary appropriation of 
$1,090,976 for the Children’s Bureau for the fiscal 
year ending June 30, 1928. 

The purpose of this appropriation is to enable the 
Department to carry out the provisions of the act 
for the promotion of the welfare and hygiene of 
maternity and infancy. 


DIABETES — The Metropolitan Life Insurance 
Company reports that the death rate from diabetes 
was highest last year since 1922. With the inaugura- 
tion of insulin treatment in 1923, there was a grati- 
fying drop in diabetic death rate. This continued 
through 1924 and we were hopeful at that time that 
through the increasing use of insulin, the declining 
tendency would persist through the subsequent years. 
We now find that the use of insulin has not effected 
any lasting change in the death rate from diabetes, 
although it is possible that but for the extensive use 
of insulin the rate would increase more rapidly than 
it actually has. 


A CURE FOR INFLUENZA (?)—Professor Feny- 
vessy of Budapest, Hungary, claims to have perfected 
an influenza serum which has been used in 100 cases 
with 100 per cent. cures. 


REMOVAL—Dr. O. Draper Phelps and Dr. Carroll 
H. Ricker have removed their offices from 452 Main 
Street to the Professional Building, Suite 305, 27 Kim 
Street, Worcester, Mass. 


— 


MINIMUM QUARANTINE REQUIREMENTS 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 


January 31, 1927. 


Editor, Boston Medical and Surgical Journal: 

Dr. Bigelow has asked me to forward you a set 
of the minimum quarantine requirements recom- 
mended by the Department, which I am enclosins. 
These requirements were approved by the Depart. 
ment on November 9. Similar requirements wer: 
approved by the Massachusetts Association of Boars 
of Health on October 27. 

Very truly yours, 
CLARENCE L. ScAMMAN, M.D., 
Director, Division of Communicable Diseases. 


A 
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EDITORIAL DEPARTMENT 
RECOMMENDED BY 
THE MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH* 
MINIMUM CONTROL OF CONTACTS 
PERIOD OF 
QUARANTINE IMMUNE CHILDREN 
DISEASE OF PATIENT ADULTS CHILDREN NOT IMMUNE PLACARD 
Anterior Poliomyelitis | Two weeks from on-| No restrictions except | No restrictions. If chil 
(infantile Paralysis) | set of disease, andjas to adult food from ‘week 
thereafter until acute| handlers. (Note 1.) and stays away from 
symptoms have sub- home, can_ re-enter 
sided. school. Otherwise 
same restrictions as 
patient. 
Chickenpox .......-- | Seven days and until | No restrictions. No restrictions. No restrictions. No. 
all crusts have dis- 
appeared. 
Diphtheria ........-+ |One week from date No restrictions save/| If 2 negative cultures! rf 2 n ti 1 3 
of report and until | Note 2. are taken and quar-| are child 
2 successive negative antine is effective the | lives away from home, 
cultures, taken at child then can con-/ then can continue in 
least 24 name eeart. tinue in school. school. Quarantine at 
from nose and throat, 
have been obtained. 
Cerebro-Spinal Fever| Two weeks from on-|No restrictions save|If child lives away|iI¢ child lives away Yes. 
(Cerebro-Spinal set of disease, andjin certain occupa-jfrom home 10 days|from home 10 days 
Meningitis) ......- thereafter until all; tions. (Note 1.) and continues to live| and continues to live 
acute symptoms have away from home, can| away from home, can 
ceased. re-enter school, re-enter school. 
German Measles..... | One week from date| No restrictions, No restrictions. No restrictions. No. 
of rash. 
Measles (Note 4)... |One week from date| No restrictions save] No restrictions. Exclusion from school Yes. 
of rash. non-{mmune school for 16 days from the 
teachers. These han- date of last exposure. 
dled as non-immune 
children, 
Mumps ...-.++--ee -» | One week from onset | No restrictions. No restrictions. No restrictions. No. 
of disease, and there- 
after until the disap- 
pearance of swelling 
of salivary glands. 
Scarlet Fever......- | Four weeks from date| No restrictions save} No restrictions chila lives away Yes. 
of rash and there-|in certain occupa-| away from home. from home one week 
after until the dis-|tions. (Note 1.) and continues to live 
charges from nose , away from home, can 
and throat, ear or re-enter school. 
abscesses or er 
surfaces (e. g., puer- 
peral or surgical scar- 
let fever) have ceased. 
Smallpox ..........++ | Three weeks and un-| Note 3. Note 3. Note 3. Yes 
til crusts have dis- 
appeared and skin is ‘ 
healed. 
Whooping Cough.... | Three weeks from be- | No restrictions. No restrictions. Exclusion from school Yes 
ginning of spasmodic wee from expo- 
cough. sure. 
Typhoid Fever...... | One week after sub-| No restrictions save | No restrictions. No. 
sidence clinical] for food handlers who 


symptoms. If patient 
is a food handler he 
must have at least 
2 negative cultures 
from both stool and 
urine, Cultures must 
be taken at least a 
week apart. (Note 5.) 


cannot continue any 
work requiring food 
handling, without 
permission from the 
local Board of Health. 


-optic Sore Throat.. 


During the _ clinical 
course of the disease 
and convalescence, 
complete exclusion of 
the patient from par- 
ticipation in the pro- 
duction or handling 
of milk or milk prod- 
ucts until permission 
is granted by the lo- 
cal Board of Health. 


During the clinical 
course of the disease 
and convalescence, all 
contacts to ex- 
cluded from partici- 
pating in the produc- 
tion or handling of 
milk or milk prod- 
ucts until permission 
is granted by the lo- 
cal Board of Health. 


\ 
| 
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NOTES 


1. School teachers should have same restrictions as 
school children. Food handlers and others whose 
occupation brings them in contact with children 
have no restriction if they live away from home. 


2. School teachers must have 2 successive negative 
cultures taken 24 hours apart; food handlers and 
others whose occupation brings them in contact 
with children one negative culture. 


3. If the patient goes to the hospital, isolation for 3 
weeks for the non-immune contacts. If the patient 
stays at home non-immune persons living in the 
same household with the patient must remain in 
quarantine for 3 weeks after death or recovery 
of the patient. 


4. Warning signs on house seven days if there are ©. 
susceptibles in the family. If there are suscepti}cs 
the placard is kept on sixteen days. If on t}). 
16th day there are children showing prodroi).;| 
symptoms of measles the card is not removed. 


5. It is recommended that at least 2 negative culturs< 
from both stool and urine be obtained in all cases. 
Cultures should be taken at least a week apa)’. 


*These same requirements are recommended by the Massa- 
chusetts Association of Boards of Health. 


NOTICES 
ERRATUM 


PaGE 295, Feb. 17, top line, column 1. 
Homer N. Calver should appear in place of 
Mr. Galvin. 


UNITED STATES PUBLIC HEALTH SERVICE 


Associate Sanitary Engineer Leonard Greenburg— 
Directed to proceed from New Haven, Conn., to Mill- 
dale, Southington, Conn., and return, in connection 
with field investigations of industrial hygiene—Feb- 
ruary 1, 1927. 


BOARD CONVENED 


A board of officers convened to meet at New Lon- 
don, Conn., February 11, 1927, for the purpose of de- 
termining the physical eligibility of a candidate for 
appointment as temporary ensign in the United States 
Coast Guard——-February 2, 1927. 

Detail for the board: Surgeon J. M. Gillespie, A. A. 
Surgeon H. A. Tyler. 

H. S. CuMMING, Surgeon General. 


UNITED STATES PUBLIC HEALTH SERVICE 


Assistant Surgeon E. B. Archer has been relieved 
from duty at Boston, Mass., and assigned to duty at 
Ellis Island, N. Y.—February 8, 1927. 


REPORTS AND NOTICES OF 
MEETINGS 


HEADQUARTERS FIRST CORPS AREA 
OFFICE OF THE Corps AREA SURGEON 


Army Base, Boston 9, Mass., 
February 25, 1927. 


THE next meeting in the Winter Training 
Schedule for Reserve Medical Department Of- 
ficers of Boston, and vicinity, will be held at the 
Army and Navy Club, Hotel Bellevue, Beacon 
Street, Boston, Mass., on March 9, 1927, at 
8:00 

The speakers, and their subjects, will be Es- 
sential Paper Work—Captain H. N. Dean, 
M. A. C.; Sanitation and Sanitary Devices— 
Lieut. Colonel Wm. J. Lyster, M. C., now at 
Harvard Medical School; System of Evacuation 
from Hospitals—Major T. R. Goethals, Med.- 
Res. 


NEW ENGLAND PEDIATRIC SOCIETY 


THE one hundredth meeting of the New Eng- 
land Pediatrie Society will be held at the Bos- 
ton Medical Library on Friday, March 11, 1927, 
at 8:15 P. M. 

Dr. John Hammond of Boston will speak on 
‘*Some Pediatrie Experiences in China.’’ 

Dr. Hammond, who was on the Staff of the 
Infants’ Hospital of Boston, has been at the 
Union Medical College of Pekin for the last 
four vears. His talk will be illustrated with 
lantern slides. 

Light refreshments will be served after the 
meeting. | 

J. Youne, M.D., President, 
Tuomas H. LAnman, M.D., Secretary. . 


MASSACHUSETTS GENERAL HOSPITAL 
Starr Mretine, Marcu 10, 1927 
REPORTS FROM THE GASTRO-INTESTINAL CLINIC 


1—A _ PRELIMINARY Report on Surgically 
Treated Cases of Chronic Cholecystitis. Dr. 
Edward L. Young, Jr. 

2—A Report on Late Results in 630 Surgically 
Treated Cases of Peptic Uleer. Dr. Monroe Me- 
Iver and Dr. Maurice Fremont-Smith. 

3—Some Observations on the Medical Treat- 
ment of Peptic Uleer. Dr. Chester M. Jones. 

Discussion opened by Dr. Franklin W. White. 


THE TRUDEAU SOCIETY 


THE next meeting of the Trudeau Society of 
Boston will be held on Tuesday, March 8, 1927, 
at 8:15 P. M., in Sprague Hall, Boston Medical 
Library, 8 The Fenway, Boston. 

The speaker will be Dr. Bayard T. Crane ©! 
Rutland; subject: ‘‘The Theory Underlying tlic 
Central New England Sanatorium and Indu:- 
trial Colony.’’ The discussion will be opene:! 
by Dr. Vineent Y. Bowditch. 

Physicians, medical students and nurses are 
cordially invited to attend this meeting. 

CriirrorD, Secretary. 
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NEW ENGLAND TUBERCULOSIS 
CONFERENCE ANNUAL MEETING 


THE annual meeting of the New England 
Conference on Tuberculosis, which is a federa- 
tion of the New England tuberculosis secre- 
taries, was held at the Harvard School of Pub- 
lie Health on February 11. Mr. Walter D. 
Thurber, Secretary of the Maine Public Health 
Association, presided. Others in attendance 
were: Miss Mabel Baird, of the Connecticut 
State Tuberculosis Commission ; Dr. Robert 
Kerr, of the New Hampshire Tuberculosis As- 
sociation; Willis Chandler of the Rhode Island 
Tuberculosis Association; Harold W. Slocum, 
of the Vermont Tuberculosis Association, and 
Frank Kiernan, of the Massachusetts Tubereu- 
losis League. Dr. Philip P. Jacobs of the Na- 
tional Tuberculosis Association, was also pres- 
ent by invitation. 

The Conference voted to approach the New 
England Council on the subject of having a 
Health Section of the Conference to develop an 
information service for the rest of the country 
on the health advantages of the New England 
States. 

The Conference also voted to request the State 
Commissioners of Public Health of the New 
England States, in connection with the 1927 
New England Health Institute, to arrange for 
a comprehensive program on the Medical, Nurs- 
ing, Social Service and Educational phases of 
tuberculosis work. 

The Conference decided to request the Na- 
tional Tuberculosis Association to conduct a 
series of educational conferences for the volun- 
teer workers of the New England States in the 
early fall of this year. 

The election of officers resulted in the election 
of Frank Kiernan of Massachusetts, as Presi- 
dent, and Miss Mabel Baird of Hartford, as 
Secretary-Treasurer. 

Following the meeting, the Conference met at 
dinner with the New England Tuberculosis In- 
stitute, which it held during the fortnight pre- 
vious in eodperation with the National Tuber- 
culosis Association, at the Harvard School of 
Publie Health. 


SOCIETY MEETINGS 
District MepicaL SOcIgTIES 
Essex North District Soctety 
May 4, 1927—Annual eeting. Russell Hall. 


Wednesday, 


Young Men's Christian Association Building, 40 Lawrence Street, 


Thur , May 5, 1927—Censors meet for examination of can- 
states Uk at "Hotel Bartlett, 95 Main Street, Haverhill, at 2 P. M 

Esser South District Medical Society 

Wednesday, April 6, 1927—Danvers State Hospital. Clinic. 
5’ P. M. Dr. Allan W. Rowe, Chief of Research Service at Ev- 
ans Memortal, ‘‘The Differential Diagnosis of Endocrine Disor- 
ders.” Followed by dinner. Discussion by Drs. Wood of Ha 
orne and Kline of Beverly ten minutes each. 

Thursday, May 5, 1927—Censors meet for examination of can- 
iidates at the Salem Hospital, 3:30 P. M. 

Gloucester. Speaker and subject to be announced late 
Wednesday, May 11, 1927—Annual meeting. The "Tavern 
Norfolk District Medical Society 
elow are the proposed meetings of the Norfolk District fo 
(he remainder of the year. Minor changes may be made in case 

o” necessity. 


March 29, 1927—Roxbury Masonic Temple, 8:15 P. M. 

S. Newell and F. J. Irving, ‘‘The Modern Treatment of the 
Eclampsias and Toxaemias of Pregnancy.” If time permits— 

The , Modern Methods of Handling Prospective Caesarean 
Cases 

cal Moe 1927—Annual meeting. Details of meeting to be 
anno 

Suffolk District Medical Society 

Meetings of the Suffolk District Medical Society and the Bos- 
ton Medical Library will be held at the Boston Medical Library, 
3 The Fenway, Boston, at 8:15 P. M., as follows: 

March 30, 1927—Medical Section. Subject and speaker to be 
announced later. 

ie meeting. Election of officers. ‘Medi- 
ca ucation e Orient and Occiden Dr. David Edsall, 
Dean, Harvard Medical School. ni 


Notices of meetings must reach the JourNaL poy on the 
Friday preceding the date of issue in which they are to appear. 


BOOK REVIEWS 


Local Immunization. By Pror. A. BrsrEepKa. 
Pasteur Institute, Paris. (Edited and Trans- 
lated by Dr. Harry Plotz.) The Williams 
and Wilkins Co., Baltimore. 


The little volume dedicated to Elie Metchni- 
koff contains the results of Professor Besredka’s 
work upon local immunization, together with a 
chapter on the theoretical considerations and 
the practical conclusions to which these studies 
have led. Dr. Besredka’s work has been under 
active discussion by immunologists during the 
last five years, and has been extremely puzzling 
because so much of the experimental work upon 
which the entire system of his reasoning de- 
pends has not found universal confirmation by 
others who have attemped to repeat his investi- 
gations. 

That local susceptibility of individual tissues 
exists, and that local immunization of such tis- 
sues is possible has been a tenet of immunologi- 
eal observation for a long time, and if one fol- 
lows the chain of ingenious experiments by 
which Besredka has studied these phenomena in 
anthrax, in the streptococcus and staphylococ- 
eus infections and in the intestinal diseases— 
dysentery, cholera, paratyphoid and typhoid 
fevers—one is impressed by the mass of evidence 
which seems to take the question of local im- 
munization out of the field of conjecture and 
into that of practically applicable fact. Unfor- 
tunately, however, some of his experiments— 
especially those on local immunization of the in- 
testine-—have not been amenable to adequately 
controlled animal experimentation. With an- 
thrax his facts seem more definitely clear, and 
wherever he deals with immunization of the 
skin, clinical observation on the course of such 
infections as staphylococcus furuncles and he- 
molytie streptococcus infections like erysipelas 
bear out the probability of the correctness of his 
essential facts. Here again, however, American 


investigators such as—for instance—Dr. Tracy 


Mallory have not been able to fully confirm 
Besredka’s observations upon animals. The 


subject is so important, both theoretically and 
practically, and Besredka’s reasoning so logical, 
that in spite of the negative results of attempts 


J 
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to repeat his work, this book should stimulate 
more intensive further efforts. 

In regard to the local immunization of the 
intestine against the enteric fevers, Besredka’s 
carries the extremely important practical possi- 
bility of substituting oral vaccination by the in- 
gestion of dead bacteria for the subcutaneous 
and more uncomfortable method now in vogue. 
On animals this important question cannot be 
satisfactorily decided, largely because there are 
no animals, other than the chimpanzee, in which 
infections analogous to those occurring in man 
can be produced. And while a certain amount 
of immunization of such animals as rabbits can 
be obtained by the feeding of considerable quan- 
tities of dead bacteria, it is impossible to decide 
whether such immunization is due to the general 
mechanisms of immunity following a penetra- 
tion of the bacterial antigens through the in- 
flamed intestinal wall, or whether a selectively 
local immunization has taken place. It would 
carry us too far afield to discuss these relations 
in detail. It is a fact, however, which Besred- 
ka himself admits that the final decision con- 
cerning the validity of a substitution of the 
oral for the subcutaneous method of vaccinating 
against typhoid fever, for instance, must res‘ 
upon investigations upon human beings, an un- 
dertaking which will require years of study and 
which will be impeded by the reluctanes of in- 
vestigators to substitute an experimenta! meth- 
od for a recognized effective method in the face 
of an epidemic. Besredka’s own figures on ob- 
servations of this kind are encouraging, though 
naturally insufficient in number to permit con- 
clusions, and here again it will eventually be 
difficult to distinguish between true local im- 
munization of the intestinal mucous membrane 
and a general immunization which in principle 
would differ little from the subcutaneous meth- 
od, and in that case, be less controllable in re- 
gard to dosage and reaction. 

Whether we agree with him or not, the final 
chapter of Dr. Besredka’s book, in which he dis- 
cusses theory, is stimulating and wholesome, in 
that it departs completely from conventional 
thought in this field. On the other hand, it 
bases a most revolutionary theory of immunity 
upon assumptions which appear to us to rest on 
too uncertain an experimental basis. He accepts, 
as principles for reasoning, assertions which 
should not be so used without unqualified and 
repeated experimental proof. Such, for in- 
stance, is his statement that specific serum can 
be exhausted of antibodies without depriving it 
of its protective properties. Such, again, is his 
expression of belief that the various antibodies 
are simple excretory products resulting from 


the intracellular digestion of the bacterial 


stroma—an alluring idea, but one that not only 
has not been proved, but which cannot be proven 
at the present time by any of our available ex- 


perimental methods. His conception of ax 
‘‘antivirus,’’ which forms an important key- 
stone in his theory, cannot be included at the 
present time in our accepted immunological ten- 
ets, certainly not without more proof than Pro- 
fessor Besredka seems to us to be able to ad- 
vance. 

It is often questioned whether it is wise for 
a worker as experienced and as accomplished 
as Professor Besredka to publish opinions in 
which he is forced to bridge with conjecture ex- 
perimental gaps so many and so wide. As a 
general rule the practise is to be condemned. 
In the present case, however, we believe that 
the book will serve a useful purpose for immun- 
ologists in that the very boldness with which 
Professor Besredka enters a field in which there 
have been many isolated observations and at- 
tempts to find experimental methods of ap- 
proach, will stimulate investigation and arouse 
that opposition which leads to an accumulation 
of facts. It would be a pity if the book were 
taken too seriously at the present time by the 
general profession, since the clinical studies 
upon which, eventually, the value of Professor 
Besredka’s thoughts and experiments will large- 
lv rest cannot at the present time be carried out. 
in our opinion, except under conditions of the 
most rigid experimental control. We believe. 
however, that where such control is available— 
as in our larger hospitals—the procedure of bac- 
terial filtrate therapy, upon which Dr. Besred- 
ka enlarges particularly in his streptococeus and 
staphyloccous chapters, should be investigate! 
on as large a scale as possible. 


““Symbionticism and the Origin of Species.’’ By 
Ivan E. Watt, Professor of Anatomy 
School of Medicine, University of Colorado. 
The Williams and Wilkins Company, Pub- 
lishers, Baltimore, Md. 


The reviewer has followed with a great deal 
of interest the succession of publications by 
Wallin on the nature of mitochondria which 
have culminated in the present volume. Mito- 
chondria are universally present in cells and 
vytologists as a whole at the present time regard 
them as consisting chiefly of phospholipin, and 
a product of the cell. Wallin’s initial thesis is 
that mitochondria are bacterial in nature and 
capable of independent existence in some ir- 
stances. This idea will not appear grotesque i! 
we reailze that Altman, one of the first to dis- 
eover mitochondria, regarded them in 1890 to 
be living units, and that Portier in 1918 pub- 
lished a book in which he contended that mito- 
chondria are bacterial in nature. Wallin ap- 


parently independently conceived the same idea. 
and since 1922 has been engaged in the study 
of the nature of mitochondria and corollaries 
to the supposed establishment of the thesis tha! 
mitochondria are symbionie microorganisms. 
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presumably bacterial in nature. The whole 
strueture built by Wallin is actually founded 
on one research in which he claims to have cul- 
tivated mitochondria by the use of bacteriologi- 
eal methods. This research has been neither af- 
firmed nor denied. His contention is to the 
effect that mitochondria being symbionic or- 
canisms, modify the host cell and that in this 
way mitochondria have been responsible for the 
ovigin of new species. 

In spite of the fact that the book will prob- 
ably be treated with contempt by biologists, 
and deservedly so in the opinion of the reviewer, 
because of the flimsy structure upon which it is 
based, it is an entertaining book and contains 
much interesting matter pertaining to symbiosis 
in animal and plant life which Wallin has as- 
sembled from the literature upon this subject. 
As yet there is no good review in English of this 
very interesting field which has only begun to be 
developed by biologists. The book is also in- 
teresting because of the ingenuity displayed by 
Wallin in culling from biological literature facts 
that apparently support his hypotheses. The 
book will prove very entertaining to those whose 
biological knowledge is sufficient to enable them 
to follow Wallin’s lines of reasoning and his 
quotations and bibliography will awaken curi- 
osity and thus probably stimulate study of some 
very excellent publications of genuine research. 


Diathermy With Special Reference To Pneu- 
monia. By Harry Eaton Stewart, M.D. 


Here is a book by one of the pioneer workers 
in the field of diathermy which is a combination 
of manual, case reports, and exposition of the 
author’s views regarding the value of this new 
therapeutic agent. No unbiased observer can 
read it without concluding that it is the work 
of an enthusiast. It presents conclusions far 
more reaching than seem justified on the basis of 
the supporting evidence, some of which suggest 
cither lack of perspective or unfamiliarity with 
certain phases of the diseases for which diather- 
my is recommended. 

The early chapters are devoted to technique 
and appear to cover the subject thoroughly and 
adequately. One chapter deals with ‘‘Surgical 
Diathermy’’ and is given over to a discussion of 
the condition requiring surgical attention in 
which the usual procedures can be supplanted 
hy diathermy. The case made out for the lat- 
‘er seems somewhat too favorable. 

The last third of the work covers the use of 
‘iathermy in pneumonia. There is presented a 
series of ease reports of pneumonia patients 
‘veated with diathermy and a summary of a 
arger number similarly treated. Analysis of 
‘he detailed records and their accompanying 
“linieal charts reveals no clear-cut evidence that 
mortality or severity was affected by this treat- 
ment. One might accept the statement that 


pain and discomfort are lessened but finds noth- 
ing to point toward alteration of the course of 
the disease. 

Mortality figures showing a death rate of 17.1 
per cent in a series of 47 treated cases are com- 
pared with a mortality of 42.9 per cent in a 
control series of 21 cases. Statistics based on 
such a small number of eases are ordinarily con- 
sidered valueless, but the author finds them most 
encouraging. Presumably he is not aware that 
17.1 per cent year in and year out more nearly 
approaches the normal average mortality rate 
for pneumonia than would the 42.9 per cent 
quoted for his controls. In drawing, therefore, 
certain conclusions based on insufficient data, 
the author weakens the reader’s confidence in 
the book as a whole. However, he has given us 
a good manual and a number of facts sufficient- 
ly encouraging to justify further study of this 
method of treatment. 


The Significance of the Physical Constitution 
In Mental Disease. By F. I. WertrHemmer 
and FLoreNce E. HesketH. Medicine Mono- 
graphs, Vol. X. The Williams & Wilkins 
Company, Baltimore, 1926. 13 + 86 pages. 
6 plates. 


This monograph is a very complete descrip- 
tion of a jong series of observations carried out 
at the Phipps Psychiatrie Clinie in Baltimore 
and one of the Maryland State hospitals. <A 
series of sixty-five male patients were chosen for 
study. As was anticipated, they fell into the 
morphological types previously dleseribed by 
Kretschmer in well-known book on 
‘**Physique and Character’’ (1925). Kretschmer 
had classified the habitus of patients as ‘‘pyk- 
nic, athletic or asthenic’’ and had suggested 
that certain cases of mental disease might be 
more common in certain of the morphological 
types. He based his careful study on extensive 
anthropometric data. The authors of the mono- 
graph under consideration have used the same 
type of investigation and find that in patients 
of the ‘‘pyknie’’ habitus, the affective psycho- 
ses, such as the manic-depressive reaction, are 
more common. On the other hand, those pa- 
tients of the asthenic type are more likely to 
exhibit schizophrenic reactions. These observa- 
tions were made after a most careful and de- 
tailed study, the data of which is clearly pre- 
sented in the form of charts and diagrams. 

The book is excellently arranged and printed 
and contains a bibliography, as well as illustra- 
tive plates demonstrating the morphological 
types of patients observed. Work of this type 
has received an enormous impetus since the 
pioneer studies made by Kretschmer. The ad- 
dition of the methods of anthropometry to clini- 
cal medicine is comparatively recent and prob- 
ably will throw new light on the difficult prob- 
lems of mental disease. , 
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The Diseases of Infancy and Childhood. By L. 
Emmett Hout, M.D., Se.D., LL.D., and JoHn 
How.anp, A.M., M.D. Ninth Edition, Re- 
vised and Reset. New York and London. 
D. Appleton and Company. 1926. 


The preface to the ninth edition of The Dis- 
eases of Infaney and Childhood was written by 
a worthy successor to Holt and Howland, Ed- 
wards A. Park, for of the original authors of 
the work Dr. Holt had died in China in 1924 
in his sixty-ninth year, and Dr. Howland had 
died in England in 1926 at the age of fifty- 
three. The ninth edition had been revised by 
Dr. Howland shortly prior to his death. 

The following excerpt from this introduction 
sums up the value of the text book: ‘‘Doctor 
Holt wrote the first edition of the book in 1896, 
revised it in four editions and made it, through 
his own efforts, the standard and, in the writ- 
er’s opinion, the best text book of pediatrics in 
the English language. Indeed, the first publi- 
cation of the book was an event in the history 
of pediatrics in this country, for the book codi- 
fied and defined pediatrics, set the subject of 
the eare of the child in health and disease in 
order, and separated it clearly from general 
medicine. With inereasing years, mistrusting 
his power to keep the book abreast of the rush- 
ing stream of medical progress, Doctor Holt in 
1911 turned for assistance to his brilliant pupil 
and devoted friend, in that year making him a 
couiuthor.’’ 

Few omissions or faults can be found in this 
work. It might be said that the problem of in- 
fant feeding has not been brought sufficiently 
up to date, but fashions in infant feeding are 
changing with monotonous regularity, and in- 
fant feeding is not and should not be the prob- 
lem it was considered a few years ago. Infant 
feeding has been considered the technique of 
pediatrics; it deserves only a subsidiary posi. 
tion; the real problems of pediatrics are those 
concerned with the study of physiology and 
pathology. 

In the treatment of pvelitis the medical treat- 
ment only has been mentioned, including the 
modern use of hexylresorcinol. The really im- 
portant procedure of ureteral catheterization 
and pelvic lavage in suitable cases deserves es- 
pecial mention. 

The section on diseases of the lungs is par- 
ticularly well and clearly written, and here we 
find the classification, so important with chil- 
dren, of primary pneumonias—typical lobar or 
primary localized pneumonia in older children, 
rarely in infants, and primary disseminated or 
lobular pneumonia described as the common 
type of primary pneumonia under two vears of 
age. 

Holt and Howland distinetly served pedia- 
tries by their text book as Osler served interna] 


medicine with his Principles and Practice. Sy S- 
tems of pediatrics may come and go and tii. 
‘‘rushing stréam of medical progress’’ will 
tinue, but for clinical pediatries; for the ace: »- 
ate description of disease as it affects the chij.). 
Hlolt and Howland must for some years be mo«: 
ready to the: hand of general practitioner an.! 

pediatrician. 


Health Problems Sources. Marion QO. Lerrico, 
Ph.D., Bureau of Publications, Teachers Col- 
lege, Columbia University. 1926. pp. 151. 


The vagaries of academically trained work- 
ers in medical problems would be amusing if it 
were not for their possible danger. This study 
is a striking example of the complacent and ap- 
parently unconscious acceptance of the ‘‘ post 
hoe, ergo propter hoc’’ fallacy. In reading 
through a number of publications ranging from 
mortality statistics of the Bureau of the Census 
and publications of the United States Health 
Service to Sadler’s ‘‘The Essentials of Health 
Living’’ and O’Shea and Kellogg’s ‘‘Making 
the Most of Life,’’ she has tabulated the num- 
ber of times that each particular problem was 
mentioned and on the basis of numerical pre- 
ponderance has decided those problems which 
are particularly important. To lend appar- 
ent accuracy to these studies, correlation coéf- 
ficients were computed. The avowed purpose of 
the book is ‘‘to formulate and list the health 
problems which should provide valuable in- 
formation for those who are concerned with the 
selection of subject matter in the field of health 
edueation.’’ In other words, the application of 
this system would inevitably lead to placing 
false emphasis on many subjects and _ totally 
neglecting other important ones. If this meth- 
od should gain wide-spread use among the teach- 
ers of hygiene and public health as it is likely to 
do with the authority of the Teachers College 
behind it, it may well stifle progress and efforts 
toward prevention of disease. 


A Terminology Of Disease, To Facilitate the 
Classification of Histories in Hospitals. By 
Aprian V. 8. Lampert, M.D. 3rd _ edition 
revised. Paul B. Hoeber, Ine., New York, 
1926. 18-158 pages. 


This useful handbook has reached the third 
edition. It covers the classification of histories 
of eases as used in some of the leading New York 
hospitals. It is not dissimilar to the classifica- 
tion adopted, some years ago, by the larger hos- 
pitals in Boston. The author is to be congratu- 
lated on the eare with which he has done his 
work. There is an excellent index. Adoption 
of a similar classification would be a great 2id 
in unifying our records in hospitals throughout 
the country. 


